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The Commission on Acute Respiratory Diseases,’ 
in studying the etiology of the common cold, has ex- 
perimentally transmitted minor respiratory illnesses to 
human volunteers and has demonstrated that at least 
two filtrable agents, presumably viruses, can induce 
minor illnesses in man. These illnesses are distinct dis- 
ease pictures. The first has a short incubation period 
of 1 to 2 days and is characterized by sneezing, nasal 
obstruction, coryza, and cough. The second has a 5- to 
6-day incubation period and is characterized by sore 
throat but few nasal symptoms. Following this study 
hy the Commission, it was felt that proof is now avail- 
able that at least two filtrable agents or viruses may 
induce a minor respiratory illness. If this is true, it 
can be stated that the common cold is a communicable 
disease. The number of colds per person in the United 
States is approximately three per year.? This in- 
cludes those persons who have immunity lasting for 
only a few months as well as those who apparently have 
a much longer immunity or practically a complete im- 
munity, those who never seem to get a cold. 

Now, what is the common cold? After the Region 
I meeting of the American College of Osteopathic 
Pediatricians in Boston a year ago, in which a sym- 
posium was held similar to the one today, we were 
satisfied that we had proof that the common cold is not 
rhinitis, pharyngitis, otitis, sinusitis, tracheitis, or bron- 
chitis, but that it is an inflammatory reaction of all the 
mucous membranes of the upper respiratory tract due to 
a specific virus or viruses which, at present, will have 
to be known as the common cold virus. 

Upon invasion of the upper respiratory tract there 
is first edema of the submucosa, followed by infiltra- 
tion with white blood cells. The surface cells slough 
off and appear necrotic. This process may be severe 
and may leave but a single layer of cells in the basement 
layer of the mucous membrane. The cells then pro- 
liferate and again resume their columnar shape in the 
final stages of repair. These findings have been con- 
firmed by various workers, and the reaction has been 
found to be quite pure in small infants in whom the 
process has been definitive and acute. Considering that 
the entire upper respiratory tract is lined with a con- 
tiguous mucous membrane, I think that it is practically 
impossible to believe that the common cold virus upon 
invasion of this mucous membrane will not or cannot 
spread throughout its entirety and into the sinuses, ears, 
and trachea. 


There are exceptions to this, of course. In very 
early infancy the common cold is usually mild and 
characterized mostly by nasal symptoms of sneezing 
and some congestion of the nasal mucous membrane. 
The reason for this is that the infant still possesses 
immunity from the mother, the sinuses are not yet 
open, and there is good eustachian tube drainage. There 
is usually very little or no fever, and in 5 or 6 days, the 
child is perfectly well again. This is about the mildest 
form of the common cold seen in infancy and it is 
usual only in the first month or two of life. 

In infants between 2 and 6 months, the common 
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cold usually manifests itself with a slightly greater ex- 
tension along the mucous membrane of the upper res- 
piratory tract, and then there is a mild degree of 
swelling in the throat without much redness, but edema 
is apparent. The pharynx is edematous, the child may 
seem a little hoarse, and he voluntarily reduces his food 
intake for a day or 2. The cold lasts a little longer 
than a week, but there is usually no complication. 

Between the ages of 6 months and 2 to 3 years 
the common cold becomes more severe in type. There 
is a greater degree of fever and more cough and 
anorexia. The inflammatory reaction is more extensive, 
going through the eustachian tubes to cause otitis 
media, extending into the sinuses that are now opening 
to cause sinusitis, extending down the pharynx into 
the trachea to cause tracheitis and laryngitis and down 
a little farther to cause bronchitis. Pneumonia as a 
complication of the common cold is at its peak in chil- 
dren 2 years of age. The extension of the viral in- 
flammation along the mucous membranes reduces the 
membranes’ ability to combat infection, and secondary 
invaders enter. The longer this situation persists, the 
greater are the chances that otitis media, sinusitis, and 
pneumonia will complicate the cold, and the graver is 
the patient’s condition. 

In the early infant years, parents as well as doctors 
may become distraught with the problem of the succes- 
sion of these colds. Of course, the child must build up 
his own resistance with the help of the physician and 
the parents. As his resistance or antibody response 
becomes greater and the child becomes older, his colds 
become more adult in pattern and, although they as- 
sume the afebrile state of the young infant, they also 
assume the headache, anorexia, malaise, and aching 
which are more common in the adult type. 

The older child begins to complain of throat symp- 
toms, a complaint which is very rare in children under 
4 years of age, possibly because they are unaware of it. 
They have dysphagia, but do not perhaps associate it 
with pain as such. After the age of 4 years more com- 
mon complications of the common cold such as sinusitis 
begin to occur. Abdominal symptoms may be present, 
although these also may be noted even in the very 
young infant. The child may have diarrhea or may be 
vomiting, and upon inquiry the physician may discover 
that other members of the family have colds; the gas- 
trointestinal upset in this case may be the first symptom 
in the child. The first symptoms of the common cold 
in the newborn or in the first 6 months may be only 
those of a gastrointestinal upset; in the older child; 
anorexia, abdominal pain, and vomiting are quite 
common. 


This syndrome can also be appendicitis. We have 
frequently noted in our hospital that appendicitis 
sometimes seems to run in epidemics along with colds. 
Brennemann*® has also noted this; in his experience, 
more than half of all cases of appendicitis apparently 
accompanied or followed upper respiratory infection. 
It has also been reported that appendicitis occurred 
eight times more often among 16,000 students at the 
University of Wisconsin during epidemic periods of 
upper respiratory infections than during other periods. 
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This syndrome ot vuiniting and abdominal pain with or 
without diarrhea has often been called “intestinal flu.” 
Diarrhea associated with respiratory diseases is com- 
mon in the infant wards of many hospitals, and I think 
it is extremely important to remember that diarrhea 
and vomiting in the newborn are rarely due to formula 
difficulty. Therefore, the physician should look first for 
some communicable infection of the upper respiratory 
tract. 


Sometimes a mother states that her infant or child 
has had a cold ever since he was born, that he came 
home from the hospital with a cold and still has it, or 
that he no sooner -gets over one cold when he catches 
another. His nose is always running, he cannot breathe 
comfortably, and he cannot eat or sleep well. Such a 
condition is usually not a cold; it is allergic rhinitis. 
Allergic rhinitis may not remain pure rhinitis for long 
and may develop into allergic sinusitis or allergic otitis. 

In infants with allergic rhinitis the membrane in 
the nose is pale, swollen, and watery looking. The dis- 
charge is shiny and stringy, and upon staining it is 
found to contain many eosinophils. If the discharge 
persists in spite of the use of nose drops, the case 
should be investigated as soon as possible in an attempt 
to determine the allergen that is responsible. 

The common cold must be differentiated from 
influenza, and this should not be difficult. The influenza 
patient is toxic, flushed, and feverish; the pharynx is 
congested, and there may be epistaxis. The onset of 
influenza is sudden. Acute infectious and contagious 
diseases such as measles and pertussis must also be 
differentiated, and poliomyelitis should be considered. 


I shall discuss treatment according to age groups. 
In the newborn period where nasal congestion is the 
symptom, I very often use only osteopathic manipula- 
tive treatment. Occasionally I administer some Privine 
nose drops and assure the mother that the child will be 
all right in from 3 to 5 days, and tell her to elevate the 
baby’s head and watch his temperature carefully so 
any complication can be anticipated. 

Tracheitis or tracheobronchitis is the most com- 
mon complication in infants between about 2 and 6 
months. In addition to osteopathic manipulative ther- 
apy, I treat the nasal symptoms and recommend 
elevating the head of the bed and increasing the room 
humidity with a vaporizer, and prescribe aspirin in 
doses of 1 grain per year of age every 4 hours or as 
necessary to make the child more comfortable. I watch 
constantly for the complication of otitis media which 
begins at about 6 months of age and also for pneu- 
monia which may accompany it. These conditions of 
course are treated with antibiotics as indicated. 

A word should be said for the various medical 
treatments that have been tried or are being used in 
many areas at the present time for the treatment of the 
common cold. Gamma globulin has been mentioned as 
a possible source of passive immunity not only to 
measles and poliomyelitis but also to the common cold. 
Studies indicate that there is some value in the use of 
gamma globulin in colds.* 

Sinus involvement is the greatest problem in chil- 
dren between 6 months and 2 to 3 years of age. A 
chronic infection may be confined to the sinuses or 
there may also be concurrent bronchitis. Whether bron- 
chitis results from actual drainage from the sinuses 
down to the bronchial tract or as a contiguous spread 
along the membrane is still unknown, but the occur- 
rence of a sinobronchitic syndrome cannot be denied. 
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In New England there is a tendency to treat sinobron- 
chitis as sinusitis complicating the common cold, with 
the idea that if the sinusitis as such is treated the bron- 
chitis will take care of itself. 

It is necessary to understand the developmental 
anatomy of the accessory sinuses in order to be able to 
appreciate why the common cold in infancy and child- 
hood is a panmucous membrane infectious disease of 
the upper respiratory tract. The sinuses, after they are 
developed from the facial bones and filled with air, are 
lined with mucous membrane that is directly continuous 
with the nasal mucosa. The sinuses first become differ- 
entiated as evaginations of the nasal fossae during the 
fourth fetal month. In childhood, the ethmoid cells are so 
closely related to the frontal sinuses that I will consider 
their pathology together. The sphenoid sinuses are difii- 
cult to visualize, but they are involved just as much as 
the maxillary and/or the frontal sinuses, since the 
membrane is continuous from the nasal cavity in 
through the sinus pouchings. These protrusions of 
the nasal fossa during the fourth fetal month then 
become actually differentiated by the local evagination 
of the nasal mucous membrane, with concurrent reah- 
sorption of the overlying bone. The continued growth 
of these pouches and the concomitant regional destruc- 
tion of bone result in the formation of paired pneu- 
matic cavities lined with evaginated nasal epithelium. 
It is most important to know how early in life these 
paranasal sinuses may become involved. Of course, 
they cannot become involved in a clinical entity with 
infection until they are pneumatized and developed. 

One of the best ways to appreciate the develop- 
ment of the nasal sinuses, particularly the frontals and 
the maxillaries, is to observe it on x-ray film, from 
birth through to 12 years of age. A striking difference 
will be noted in the size and shape of these cavities, 
and variations will be seen in different age groups and 
in different individuals and on the two sides of the 
same individual. The roentgenographic interpretation 
of the findings in the paranasal sinuses is much less 
accurate in infants and children than in adults, because 
in children the cavities are smaller and the margins 
of healthy sinuses are often indistinct. There is a lesser 
contrast in density in the cranial bones themselves so 
that the sharp delineation needed in a good x-ray is 
absent. If these x-rays of normal sinuses are then com- 
pared with a series with pathologic findings, a better 
idea can be obtained of what to expect of sinusitis in 
the infant and child. 

Necrotizing ethmoiditis, with great swelling of the 
orbital tissues which are red, angry, and often dis- 
charging, must be differentiated from an infected insect 
bite or suppuration of the lacrimal duct. Necrotizing 
ethmoiditis is not so common since the advent of anti- 
biotics. It occasionally does occur and must be treate:! 
promptly with sufficient antibiotics and drainage. How 
ever, in the vast majority of cases of sinusitis in infant= 
and children, it is the highly developed maxillary sinu: 
that is chiefly involved. As I previously mentioned. 
there may also be hypersensitivity of the mucosa owing 
to a familial predisposition to chronic rhinitis in which 
allergy is the etiologic factor. There is definitely an 
allergic factor in silent sinusitis, but in the vast ma- 
jority of cases sinusitis is caused by a common cold. 

The viruses of the common cold probably always 
infect the sinuses, and then curing of the sinusitis or 
healing of the inflamed sinus mucous membrane lining 
is delayed by a superinfection. This delay, of course, 
is also favored by nasal obstruction and insufficient 
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ventilation of the sinuses. Adenoid vegetations interfere 
with nasal breathing and normal nasal drainage. The 
probability cannot be ruled out that maxillary sinusitis 
occurs first, before the lymphoid swelling, and second- 
arily, as a result of the drainage-of secretions during 
the night. This produces a swelling of the lymphoid 
tissue at the pharyngeal ring with secondary infection. 

Children are not usually disturbed in their normal 
activities by the minor discomforts of sinusitis, but 
some mouth breathing at night, increased nasal secretion, 
and an irritative night cough will be noticed. These 
symptoms are generally attributed to tonsil or adenoid 
hypertrophy by the layman and, until a short time ago, 
by many general practitioners. After correction of 
these difficulties the susceptibility to colds and the hack- 
ing cough would continue. Further investigation, par- 
ticularly of the paranasal sinuses, and x-rays of the 
lungs would reveal what I prefer to call the sinobron- 
chitic syndrome, which probably was the original etio- 
logic factor, with the adenoid or lymphoid involvement 
secondary. 

Interpretation of these roentgenograms requires 
considerable experience, and when the maxillary sinuses 
in particular are found to be cloudy, an attempt should 
be made to shrink the nasal mucous membrane in order 
to permit drainage, instead of immediately performing 
an exploratory surgical irrigation. Such a procedure 
should be performed only by a specialist, because there 
is the considerable danger of damaging the orbit and 
even the intracranial space in infants and children. 

The most reliable diagnostic method for silent 
sinusitis is roentgenography, and the roentgenologist 
should routinely check the maxillary sinuses when 
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x-raying the chest, which is the procedure used in the 
clinic at the Massachusetts Osteopathic Hospital. The 
high incidence of positive findings will be astounding, 
and with some experience, the cloudiness of the maxil- 
lary sinuses will be recognized early, treatment insti- 
tuted at a reasonably early date, and chronic sinusitis 
with the sinobronchitic syndrome can be cured. 

Therapy for these cases is divided into surgical 
and nonsurgical. A nasal mucous membrane-shrinking 
solution, such as Privine or Neosynephrine, may be 
tried, using nasal packs, and osteopathic manipulative 
therapy should be applied to the cervical-dorsal area, 
and an attempt should be made to provide better lym- 
phatic drainage through soft tissue manipulation. The 
purpose of treatment, of course, is to produce drainage. 
Chemotherapy or antibiotic therapy is also utilized. 
Negative pressure irrigations of the nasal cavity are 
indicated in order to try to produce a sucking effect 
from the maxillary and frontal sinuses. A change of 
climate may be advocated which may provide great re- 
lief to the child. Surgery is performed only as a last 
resort, the purpose again being to provide open drain- 
age into the sinus areas by surgical irrigations. 

In conclusion, the common cold is the most com- 
mon infectious and contagious disease in childhood, 
and it is accompanied by an extremely annoying and 
symptom-producing complication, pansinusitis, accom- 
panied by the sinobronchitic syndrome. It is particularly 
important that the general practitioner be ever watchful 
for possible infections of the paranasal sinuses follow- 
ing or accompanying the common cold in children. 
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Differentiating Sydenham’s chorea from similar 
or related conditions may become an important con- 
sideration in diagnosis. Several interesting features 
were proposed by the case presented which emphasized 
the controversial aspects of this disease and underlined 
the fact that Sydenham’s chorea still is a problem con- 
fronting the medical profession. 

The patient admitted to the hospital was a 10-year- 
old white male, hyposthenic, and mentally alert. The 
diagnostic impressions on admission were chorea, con- 
version hysteria, and focal encephalitis. He was ad- 
mitted for study because of increasingly severe and 
involuntary body movements of 5 years’ duration. The 
symptoms began when he started school at 6 years of 
age and were more severe in winter than in summer. 
At first, there was merely biting of the lips. In time, 
progressive spreading of spasmodic movements oc- 
curred down the body and extremities, finally involving 
the diaphragm and resulting in an involuntary barking 
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noise. When the child was able to relax, the twitching 
seemed to abate momentarily ; it disappeared when he 
was sound asleep. 

The child was sent to a child guidance clinic for 
treatment, but there was very little, if any, improve- 
ment in his condition. An electroencephalogram had 
been made a year prior to admission to the hospital, 
but it was noninformative. 

His childhood diseases had consisted of measles, 
mumps, chickenpox, and pertussis. There was no his- 
tory of injury at birth. The boy had developed normal- 
ly until the onset of symptoms. His brother, aged 17, 
had no history of any disorders. The rest of the family 
history was negative except for the presence of diabetes 
mellitus in one grandparent. The patient averaged two 
to three colds a year with occasional nose bleeds. His 
appetite had been poor but there had been negligible 
weight loss. His height on admission was 4 feet, 4 
inches, and his weight was 64 pounds. 
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On physical examination, it was found that the 
tonsils were present, but they were not remarkably en- 
larged or diseased. There was minimal cervical ade- 
nopathy and no cardiac murmurs or cardiac enlarge- 
ment. The rest of the physical examination was 
noncontributory except for the neurologic findings. 

Neurologic examination by a neuropsychiatrist re- 
vealed an alert and cheerful child with irregular speech 
consisting of slurring, stammering, blocking, and ex- 
plosive outbursts, apparently due to motor involvement. 
The thought content, however, was normal. The motor 
activity was grossly abnormal, characterized by diffuse, 
bizarre, spasmodic, and athetoid movements of the en- 
tire body, including the diaphragm. The movements 
resulted in grimacing, gesticulating, and nictitating ac- 
tivities which were not stereotyped or ritualistic in 
nature or succession. 

Under Amytal sodium sedation, athetosis dimin- 
ished in intensity but it did not diminish in rate until 
light anesthesia was attained. No alterations in emo- 
tions, attitude, or behavior resulted during this period. 

There were no other pathologic findings of the 
nervous system. 

The following are the results of laboratory tests: 

Erythrocytes 4,750,000 

Hemoglobin 103.5 per cent 

Leukocytes 14,580: 69 per cent polymorphonu- 
clear cells, including 3 per cent stab cells; 37 per cent 
lymphocytes ; and 1 per cent eosinophils 

Blood serologic test—negative 

Sedimentation rate (on 3 occasions) 5 mm. per 
hour 

Spinal fluid examination—essentially normal 

Urinalysis—essentially normal. 

Chest and cranial x-rays were negative, and elec- 
trocardiographic findings were essentially normal. 

The symptoms, history, and laboratory findings 
did not indicate the presence of an active or chronic 
infection. There were no focal symptoms of localized 
brain lesions such as brain abscess, tumor, or trauma. 

_The patient’s symptoms did not suggest epilepsy, espe- 
cially in the absence of a history of trauma or familial 
history of epilepsy. Psychiatric evaluation ruled out 
major psychiatric conditions. The patient’s history and 
actions resembled very greatly those in Sydenham’s 
chorea. Treatment was directed toward that condition. 

Treatment on admission consisted of administra- 
tion of ACTH, Dilantin sodium, and mild sedatives 
when necessary. No appreciable improvement was no- 
ticed. The physical examination, history, and laboratory 
findings did not substantiate a diagnosis of rheumatic 
fever. 

After neurologic consultation and evaluation of 
the laboratory findings, the treatment was changed. 
Reserpine and chlorpromazine therapy was then insti- 
tuted in combination with Dilantin sodium. This com- 
bination of drugs resulted in progressive improvement 

of the patient’s condition. The child was placed in a 
room by himself. Later, even though rheumatic fever 
was proved not to exist, Achromycin and a sulfa drug 
were added with high dosages of vitamins. Oranixon 
was also administered with the idea of combating 
muscle spasm. At night, strong doses of barbiturates 
were given in order to induce sleep and, as the patient’s 
condition improved, the dose was reduced. When 
chorea diminished, osteopathic manipulative treatment 
was begun. 

After 1 week of therapy the patient improved so 
remarkably that he was discharged from the hospital. 
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At home treatment continued, as outlined, for an- 
other month when the therapy was limited to adminis- 
tration of reserpine and chlorpromazine. His speech 
improved so that there was only an occasional slur, and 
the convulsive movements had diminished until there 
were only isolated body twitching and diaphragmatic 
spasms. When the patient’s condition warranted, edu- 
cational instruction was begun. Interestingly, the pa- 
tient revealed an unusual liking and aptitude for a 
musical instrument, and playing it was encouraged. 
The child, after several more months of improvement, 
was allowed to return to school and begin a slow aid- 
justment to his environment. 


DISCUSSION 


Sydenham’s chorea still remains a diagnostic puz- 
zle. Usually it is classified with the rheumatic diseases, 
in spite of the fact that there are reports of cases due 
to syphilis, brain lesions, inherent predispositions, and 
psychogenic factors, and that there are congenital 
types.‘ Many studies have been made in the British 
Isles aimed toward investigating factors which might 
be expected to lead to such disturbances and attempting 
to correlate the mental and emotional attributes and 
make-up of patients. The conclusions, based on studies 
of environmental backgrounds of patients, show that 
if there are sufficiently severe or long continuing psy- 
chologic disturbances from which a child can find no 
satisfactory escape, hyperkinesis or hypotonia charac- 
teristic of chorea can be produced through corti- 
cothalamic exhaustion.” The investigators noticed that 
the mothers of children with chorea usually were over- 
conscientious and often had strong scholastic or social 
ambitions for their children. Furthermore, they main- 
tain that the nature of the association between chorea 
and rheumatism is, in all probability, a common eti- 
ologic factor. The two conditions need not occur at 
the same time and, in all probability, chorea usually 
leads to rheumatism rather than the reverse. 

Another clinic group* showed in a series of pa- 
tients that not all chorea cases were associated with 
rheumatic fever and that, specifically, an initial episode 
of chorea in a person with a normal sedimentation rate 
and no other evidence of rheumatic fever is probably 
not due to rheumatic fever. These cases, according to 
this clinic, should be referred to as chorea (Syden- 
hams), cause undetermined. A diagnosis of chorea 
associated with rheumatic fever should be made with 
certainty only when there is other evidence of rheu- 
matic fever and recurrences. 


Another group of investigators‘ attempted to 
classify chorea etiologically as rheumatic chorea and 
nonrheumatic chorea. The distinction between the two 
is based on the fact that the sedimentation rate is more 
often elevated in the rheumatic episodes, and psychic 
disturbances are more commonly associated with the 
nonrheumatic group. They modify this conclusion by 
saying : 

One is still not wholly justified in assigning to psychogenic dis- 
turbances a major etiological role in the causation of Syden- 
ham’s chorea, but we feel that this factor is worthy of further 
consideration and study, especially in non-rheumatic chorea. 
. .. Erythrocyte sedimentation rate determinations as well 
as psychogenic factors may be of aid in the differentiation 
of rheumatic and non-rheumatic chorea, but their value is 
limited. 

According to their results, of the cases with elevated 
sedimentation rates, 65.9 per cent had rheumatic com- 
plications while only 30 per cent of the cases with 
normal sedimentation rates had rheumatic complications. 
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However, these results merely show a tendency 
rather than a hard and fast rule. 

An eminent neurologist® classifies chorea as an 
extrapyramidal tract disease occurring most frequently 
between the ages of 5 and 16 years, more often in 
females, and appearing usually in the spring. There-is 
commonly a familial history of neuropathic tendencies, 
alcoholism, epilepsy, various tics, and insanity. A rheu- 
matic history is found in 72 per cent of cases of chorea, 
but 86 per cent of rheumatic fever cases have no 
history of chorea. 

It has been noted that fright, excitement, and 
worry usually precede the onset of chorea, and fear 
and excitement may precipitate an attack. Likewise, 
infections such as scarlet fever and diphtheria can 
precede an attack.® 

The onset is usually abrupt, although there may 
be a history of previous minor movements or of a 
recent or repeated sore throat. Symptoms may begin 
with grimacing and then become progressively worse 
with more profuse movements of brief, discrete, 
abrupt, unsustained, irregular, and nonstereotyped 
forms. Quick movements of the head, shoulders, and 
arms and tossing of the head are commonly found. 
Voluntary movements are of necessity performed 
abruptly and suddenly. Grunting noises and indistinct 
and incoordinate speech are characteristic. Symptoms 
disappear during sleep. Muscular weakness can occur 
even to the point of hemiplegia. 

Chorea patients are irritable, poor sleepers, and 
emotionally unstable. They are regarded as problems 
in school. Many are highly intellectual and highly 
imaginative, with superior school performances, but 
they daydream and are introverted. Recurrences of at- 
tacks are common over a number of months or years.° 

Laboratory tests are not particularly helpful in 
diagnosing chorea, since in the rheumatic type the 
laboratory findings will be similar to those of rheumatic 
fever, and in the nonrheumatic form the results will 
not be positive as compared to the rheumatic type. 

Just as the etiology of the disease is puzzling, so is 
the treatment. It is maintained that chorea is a self- 
limiting disease with no specific therapy. Treatment is 
therefore aimed toward eliminating any focus of in- 
fection, improvement of the nutritional status of the 
patient, psychologic readjustment, and controlling the 
severity of muscular motions and protecting the child 
against injury.® 

One of the old-time medications used in the treat- 
ment of chorea is arsenic in the form of Boudin’s solu- 
tion or Fowler’s solution. This type of treatment has 
been proved to be of no value, but it is still in use. 
Nirvanol, one of the hydantoin drugs, has been used 
for years.’ This drug is credited with shortening the 
duration of the chorea attacks. However, the toxicity 
of Nirvanol is so great that its use is not feasible. 
Many other drugs have been tried with little or no 
success, such as antipyrine (which is very toxic), 
sodium salicylate, aminopyrine, Chloretone, sulfanila- 
mide, intravenous magnesium sulfate, thiamine hydro- 
chloride, and pyridoxine. Pyridoxine showed great 
promise in one clinical study’ since it can be given in 
large doses without any side-reactions ; however, to my 
knowledge, no further studies have been made. 

Other drugs which were used in the past include 
epinephrine, thyroid preparations, parathyroid prepara- 
tions, electrolyzed colloidal silver, iodine, gentian violet, 
methenamine, and 1 per cent phenol. More recently, 
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the ketogenic diet was used in the treatment of chorea, 
but this too has fallen into disuse. 

A popular treatment has been fever therapy, using 
insulin, sterile milk, or typhoid as the pyrexic agent. 
The duration and the recurrence rate of chorea have 
been decreased with this therapy, but the danger and 
the complexity of fever therapy seem to be drawbacks 
to its use. 

Actually, the most important aspects in the treat- 
ment of chorea are bed rest, quiet, sympathetic environ- 
ment, and parental understanding. During the acute 
phase, mild sedatives in the daytime and _ heavier 
nightly sedatives to induce sleep are very important. 
Phenobarbital, pentobarbital, and paraldehyde are good 
for this purpose. 

If chorea is associated with rheumatic fever, ther- 
apy is directed toward the treatment of the latter, in- 
cluding administration of penicillin and vitamins, bed 
rest, and so on. In the nonrheumatic type, psychother- 
apy is indicated. Hot packs and warm baths combined 
with the ketogenic diet are still used, but even though 
this treatment may be helpful, it is not always easy to 
apply. Recently, with the discovery of various steroids, 
ACTH and cortisone have been tried in the treatment 
of chorea. One clinic® has found no value in their use, 
and yet another® concluded that they show promise. 
However, steroids at no time have given any spectacu- 
lar results. They apparently give better results in the 
rheumatic type of chorea. 

When Benadryl was introduced, it in turn was ex- 
perimented with, but no beneficial results were obtained. 

In the case described, a new group of drugs was 
used, mainly chlorpromazine, Ornixon, and Dilantin 
sodium, although the last is well known as an anti- 
epileptic drug. Fairly good results were obtained but 
no definite conclusions can be drawn from this isolated 
case. However, this may give some incentive to explore 
these drugs further. It is quite possible that a new 
field of experimentation can be started. ; 

The prognosis of chorea varies with each individ- 
ual case. As was stated previously, Sydenham’s chorea 
is a self-limiting disease. With proper care, patients 
improve, but if the etiologic factors persist, a recur- 
rence can develop. If there have been pre-existing dis- 
eases such as encephalitis or schizophrenia, the follow- 
up social adjustment of these children after recovery 
from chorea will be poor.® Social and emotional de- 
privation, a low IQ, profound reading disability, 
prolonged serious illness that interferes with normal 
education and personality development, and a possible 
permanent damage or long-continued organic brain 
disturbance by the rheumatic process are reasons for a 
guarded prognosis. Many children who have recovered 
from chorea have shown a progressive falling off of 
their 1Q’s over a period of a year. Social adjustment 
in the main depends on the quality of pre-existing en- 
vironmental background and the existence of behavior 
problems prior to the onset of chorea.® 

SUMMARY AND CONCLUSIONS 

A case of Sydenham’s chorea has been presented 
in which it was proved that the patient had organic 
brain disease but no clear-cut history of an antecedent 
infection and a more or less chronic recurrence of the 
condition over several years. Several innovations in 
treatment were attempted, with a fairly successful out- 
come which should be an incentive for further research. 

A comprehensive perusal of the literature has 
shown that the etiology and treatment of Sydenham’s 
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chorea are not clearly understood. Statistics reveal a 
general decline in the incidence of the disease during 
the past 2 decades' which is believed to be due to im- 
proved standards of living. This implies that good 
general nutrition might play an important part in the 
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prophylaxis of this disease. Since there is definite 
evidence that the etiologic background of rheumatic 
fever and Sydenham’s chorea is similar and one condj- 
tion may precede the other, the two are frequently 
considered together. 
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Amenorrhea of the Adolescent* 


RACHEL H. WOODS, D.O. 
Des Moines, Iowa 


PHYSIOLOGY OF MENSTRUATION 

In order to understand better the problem of 
amenorrhea, it is necessary to review the physiologic 
basis of menstruation and the occurrence of the me- 
narche in the normal adolescent. 

The hypothalamus is the seat of centers which 
integrate the activity of the central and autonomic 
nervous systems and the endocrine glands. It initiates 
activity in the anterior pituitary gland which in turn 
secretes the gonad-stimulating hormones: (1) follicle 
otimulating hormone (FSH), (2) luteinizing hormone 
(LH), and (3) luteotrophic hormone (LTH). 

These gonadotrophins activate the ovaries to produce estro- 
gen and progesterone. These steroid substances stimulate the 
growth of the endometrium. When the ovarian hormones reach 
sufficiently high blood serum levels the production of pituitary 
gonadotrophins is suppressed temporarily. This results in 
prompt fall of estrogen and progesterone production. 

Consequently the endometrium, suddenly deprived of its 
hormonal support, breaks down and bleeding results—the phe- 
nomenon of menstruation.’ 

The average age for the occurrence of the me- 
narche is 13 years. Its occurrence at any time between 
9 and 17 years is considered within normal limits. The 
appearance of the secondary sex characteristics, en- 
largement of breasts and genitalia and appearance of 
pubic and axillary hair, indicates maturation, and de- 
velopment begins about a year before the first menstru- 
ation. There is also an increase in somatic growth— 
lungs, liver, kidneys, and skeleton. 


CLASSIFICATION OF AMENORRHEA 


Amenorrhea should be looked upon as a symptom. 
Amenorrhea is the absence or abnormal stoppage of the 
menses. Absence of menstruation for 3 months or 
more is generally considered to be amenorrhea. Amenor- 
rhea can be further classified into primary, in which 
menstruation has never occurred, and secondary, in 
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which the menses have appeared but have been sup- 
pressed. During pregnancy, when cessation of menstru- 
ation is a physiologic phenomenon, amenorrhea is not 
considered abnormal. Differentiation between preg- 
nancy and secondary amenorrhea must always be made. 

The majority of cases of secondary amenorrhea 
have an endocrine basis. Fluhmann? classifies second- 
ary amenorrhea into five general groups: physiologic 
amenorrhea, cryptomenorrhea, amenorrhea of uterine 
origin, postcastration amenorrhea, and functional amen- 
orrhea. 

DIAGNOSIS 

The taking of a thorough history will be helpful in 
diagnosing the type of amenorrhea. The menstrual his- 
tory of other members of the family should be noted 
including the occurrence of sterility and the character 
of the periods from the menarche through to the meno- 
pause. Any emotional disturbance, past or present, in 
the life of the patient may have a bearing on glandular 
functioning. Severe illness with hyperpyrexia may 
damage the hypothalamic area. Operations such as that 
for a ruptured appendix may possibly cause pelvic ac- 
hesions. 

A complete physical examination including labora- 
tory studies is a must. A great teacher once said that 
more mistakes in diagnosis are made by not looking 
than by not knowing. When the possible causes of 
secondary amenorrhea are considered, the importance 
of minute searching by every possible method can be 
realized. 

The general appearance of the individual, espe 
cially the distribution of adipose tissue, may give an 
immediate clue. The secondary sex characteristics wil! 
reveal a tendency toward masculine habitus. Bod) 
build, breasts, distribution of hair—particularly the 
pubic hair—size of the clitoris, size and configuration 
of the vagina and of the uterus, so far as can be ascer 
tained, are particularly pertinent in this regard. 
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The examination should be conducted in such a 
way as to avoid possible psychic trauma. One of the 
reasons the patient has come to the physician in the 
first place is because she is different from others, 
which makes her unhappy. She will understand the 
necessity for a thorough examination when it is ex- 
plained to her that such an examination is needed to 
learn why she is different from other girls. The impor- 
tance of a thorough examination may have to be 
stressed when rupture of the hymen is necessitated by 
performance of certain laboratory procedures. In some 
cases, the patient does not receive the best care if these 
investigations are omitted. However, in most instances, 
there is justification in the use of simple procedures 
first and reservation of the more complicated ones such 
as biopsy until after others have been performed. Of 
course, the physical findings will dictate to a certain 
extent what diagnostic laboratory technics will be used 
first. 

The following laboratory procedures are indicated : 
The usual complete blood count and urinalysis are basic 
and can give the answer immediately in some cases. A 
basal metabolic rate study (not just one test), x-ray 
oi the sella turcica, a 5-hour glucose tolerance test, 
vaginal smears, and, in some cases, endometrial biop- 
sies will follow, in descending order of frequency. 

Cytologic studies of the vagina will reveal the 
presence or absence of adequate estrogen stimulation. 
A freshly prepared slide of the vaginal secretions is 
stained with 1 per cent pinacyanole for 30 to 60 sec- 
onds, or other standard procedures, such as the Papani- 
colaou, are used. A majority of cornified or precornified 
epithelial cells with dense pyknotic nuclei is indicative 
of estrogen activity. Conversely, small round cells con- 
taining large nuclei indicate estrogen deficiency. 

Endometrial biopsies, particularly if repeated week- 
ly, will reveal the status of ovarian activity. If the 
endometrial biopsy shows hyperplasia it indicates an 
imbalance in the pituitary-ovarian relationship. Gonado- 
trophins should not be prescribed for these cases. 

The urinary gonadotrophin titer will aid in differ- 
entiating primary ovarian failure from ovarian failure 
seeondary to hypofunction of the anterior pituitary. 
When the level is low the patient will respond to cyclic 
courses of combined anterior pituitary gonadotrophic 
hormone and chorionic gonadotrophin after priming 
with estrogens. The normal gonadotrophin titer will 
be 6 to 50 mouse units. Less than 6 indicates pituitary 
failure and more than 80 indicates ovarian failure.’ 
Estrogens are more effective in amenorrhea due to 
ovarian failure. 


Evaluation of the thyroid function can be made 
easily by studying basal metabolic readings (a random 
basal metabolism test is not too reliable) and blood 
cholesterol levels. Elevation of the blood cholesterol 
indicates hypofunction of the thyroid. Administration 
of a small amount of dessicated thyroid daily is effec- 
tive in many cases of amenorrhea; usually % to 1 grain 
is used initially and may be increased if the patient’s 
pulse rate and weight are carefully watched. Two 
grains daily are generally the maximum unless the 
basal metabolic rate was extremely low. It is important 
not to increase the dosage earlier than 2 to 3 weeks 
after administration is begun as this medication is 
cumulative, more so in some patients than in others. 

The occurrence or absence of ovulation can be de- 
termined with reasonable certainty by the basal tem- 
perature chart. The body temperature, recorded daily 
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during the menstrual cycle and plotted, shows an abrupt 
dip, usually in the midmenstrual period (thirteenth to 
seventeenth day). The curve rises sharply again and 
reaches a level about 0.8 above normal; this level is 
maintained until the menstrual flow begins, at which 
time the temperature returns to normal. The girl whose 
temperature is constant is probably not ovulating. 

Ovulation is also followed by the appearance of 
pregnanediol, a derivative of progesterone, in the urine. 
Its detection is therefore taken as evidence of ovulation 
and fixes approximately the time of its occurrence. 

In conjunction with these diagnostic procedures I 
shall now discuss in more detail the five types of sec- 
ondary amenorrhea. 

SECONDARY AMENORRHEA 


Physiologic amenorrhea is the absence of menstru- 
ation as the result of a physiologic disturbance. It 
might be thought of in terms of conservation of blood, 
such as absence of menstruation in a girl who has 
dieted strenuously and whose metabolism is out of bal- 
ance from a nutritional standpoint. The converse of 
this also serves as an example, for instance, the obese 
patient who diets sensibly and loses weight slowly 
enough that her metabolism is not upset. In this case, 
the strain of the extra weight is eliminated, and in 
many cases the menarche or resumption of normal 
menstruation results. 


Cryptomenorrhea is prevention of the menstrual 
flow as a result of a mechanical obstruction in the 
vaginal or cervical canal. Most cases occur during 
puberty and are congenital in origin, for example, as 
the result of an imperforate hymen. Cases occurring 
later in adult life result from (1) postpartum masses, 
(2) trauma, (3) stricture formation following cervical 
or vaginal inflammation, (4) plastic surgery, (5) injury 
following radium therapy or cauterization, and (6) 
neoplasm. Since the ovaries and endometrium are 
functioning cyclically, this condition is not true amen- 
orrhea. 

Amenorrhea of uterine origin results when the 
uterus has been removed or injured but the ovaries are 
intact. 

Postcastration amenorrhea occurs when the ovaries 
have been removed or have atrophied ; in younger wom- 
en, premature menopause results. 

Functional amenorrhea is suppression of the menses 
in women whose uterus and one or both ovaries are 
present. Systemic disease such as tuberculosis or de- 
compensated heart disease, tumor of the hypophysis, 
or endocrine disturbance may be the cause. In the ma- 
jority of cases of functional amenorrhea an endocrine 
disturbance is probably at fault. 

As was stated earlier, the anterior pituitary, or 
anterior hypophysis, as it is sometimes called, exerts 
the “kick-off” influence in menstrual activity. The an- 
terior pituitary is in turn sparked by the hypothalamus. 


What are some of the things that can interfere with 
the function of the ¢ tuitary? I want to list first the os- 
teopathic structural approach. Dr. Reed* brought out 
so well the relationship between structure and function, 
and I know of no place where it is more definitely illus- 
trated than in this inter-relationship between the nerv- 
ous system and the endocrine system. This applies to 
each of the glands, and it has long been accepted that 
a disorder of one will automatically affect the whole 
system. It is a foregone conclusion that vitality is not 
good in a girl whose structure is not good. 
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Other factors in deficiency of the hypophysis are 
trauma, hemorrhage, infections, and tumors, and Fluh- 
mann? also considers an inherent constitutional defect 
as another possibility. Frélich’s syndrome, with its 
obesity, hypertrichosis, and genital dystrophy, and Sim- 
mond’s disease, manifested by emaciation, cachexia, 
asthenia, and amenorrhea, may result. 

Either hypofunction or hyperfunction of the thy- 
roid may disturb the menstrual cycle. Fluhmann? be- 
lieves hyperthyroidism is more common in amenorrhea, 
and, experimentally, hyperthyroidism inhibits gonado- 
trophic and estrogenic hormones, but that “a consider- 
able number of amenorrheic patients . . . may show a 
lowered basal metabolic rate, but in this case perhaps 
both findings depend on a common factor and one is not 
necessarily the result of the other.” X-ray estimate of 
bone age gives much information on thyroid function. 
The pisiform is the last of the carpal bones to ossify, 
and this usually takes place shortly before the beginning 
of the menarche. 

Hyperplasia of the adrenal cortex and certain cor- 
tical tumors produce an endocrine disturbance result- 
ing in hypertrichosis with a masculine distribution of 
hair, enlargement of the clitoris, and atrophy of the 
uterus with amenorrhea. In one series of 123 patients 
with Addison’s disease eleven had amenorrhea.” 

The pancreas and its secretion of insulin may get 
out of balance. It is known that insulin depresses 
ovarian function. 


The ovaries are of course the focal point in men- 
strual disturbances. Removal of a unilateral arrheno- 
blastoma, for instance, usually restores menstruation 
when amenorrhea has been present. Whether or not 
the ovaries are present, bleeding can be induced by 
adequate estrogen and progesterone stimulation when 
the uterus and endometrium are intact. 


TREATMENT 


When cytologic studies of the endometrium and 
vagina indicate low intrinsic estrogen levels, progestin 
therapy alone is insufficient to produce bleeding. In- 
stead, treatment is first directed to the endometrium by 
administering estron sulfate, 1.25 mg., or its equivalent, 
daily for 20 days, followed by progesterone, 10 mg. 
intramuscularly each day for 3 to 5 days, or orally, 30 
mg. three times a day for 5 days, or as anhydrohy- 
droxyprogesterone, 10 mg. three times daily for 5 days. 

Simultaneous oral administration of estrogen and 
progesterone has proved slightly superior to proges- 
terone alone, but does not take the place of priming 
when intrinsic estrogen levels are inadequate. 


If the uterus is infantile, estrogens will often help. 
Induction of cyclic bleeding is worth while if amenor- 
rhea is causing extreme emotional anxiety. Treatment 
is also indicated for women who desire children as the 
chance for conception is improved. 

Frequently there is a report of pregnancy during 
amenorrhea. Here is proof that ovulation and the sub- 
sequent development of a corpus luteum may take place 
even after long periods of amenorrhea. In such a case 
fertilization of the ovum prevents the flow which was 
about to take place. 

Stimulating doses of deep x-ray therapy produce 
good results in some patients, but since the margin be- 
tween the safe stimulating dose and the dangerous one 
is narrow, this treatment should be administered only 
by the specialist. 

Menstruation is not a type of purgation to rid the 
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body of detrimental substances, and there is no accumu- 
lation in the body of wastes when the menses do not 
occur. Relieving the mind of the patient of this super- 
stition and ridding her of apprehension are often bene- 
ficial. Sometimes this psychic relief alone will affect 
the nervous system and, therefore, the whole mecha- 
nism sufficiently to relax the patient and result in nor- 
mal menstrual function. 

There is no question in my mind that the results 
of osteopathic manipulative treatment, if tabulated 
systematically, would prove superior to those of other 
methods. This is the confidence resulting from 20 years 
of performing osteopathic manipulation. 

In the embryo the ovaries develop near the kidnevs 
in the upper abdomen and, as they descend into the 
pelvis, drag their blood and nerve supply with them. 
Therefore, visceral innervation is from the lower tho- 
racic and upper lumbar segments, a transitional area of 
the spine where the human is especially prone to strain 
and osteopathic lesions. The superior facets of the 
twelfth thoracic vertebra are usually thoracic in type, 
while the lower facets are of the lumbar type. 


Normalization of all spinal lesions will bring amaz- 
ing results. No two osteopathic physicians apply ma- 
nipulation in exactly the same manner, but each can 
point to cases in which he knows he has been instru- 
mental in restoring health. My plea to young osteo- 
pathic physicians is not to overlook the advantages of 
osteopathic manipulative therapy in amenorrhea. The 
results achieved will be convincing proof of its effec- 
tiveness. 

In addition I have found treatment to the muscu- 
loskeletal system quite useful. The patient sits length- 
wise of the table with her feet on the table in front of 
her, knees flexed, arms hugging the knees, and head on 
the knees. In other words, the position is practically 
the universal one of flexion in utero. The doctor stand- 
ing behind her uses either his elbows or the knuckles of 
clenched fists, one on either side of the spinous proc- 
esses. Contact should be with the bare skin in order to 
avoid irritating the patient’s skin from the rubbing of 
clothing. Beginning about the midthoracic spine, the 
physician slides his elbows or knuckles very slowly 
down through the lumbar area with a continuous deep 
pressure. This is quite painful at the time, but usually 
just one performance of this technic provides the pa- 
tient with a feeling of well-being which, in my experi- 
ence, is not obtained in any other manner. If pressure 
is kept deep and heavy, it has a marked effect on or- 
gans supplied by nerves from this area. 


General measures, such as a well-rounded diet or, 
for the obese patient, a definite reducing program, are 
helpful. If the patient can lose 2 to 5 pounds per month 
for a time by diet, thyroid is administered only after 
her weight has reached a stationary level. Vitamin F 
will stimulate her vitality. 


PROGNOSIS 


The prognosis in amenorrhea depends primarily on 
the cause of the amenorrhea. If amenorrhea is the re- 
sult of systemic disease, it will respond in direct pro- 
portion to the degree of success in treating the systemic 
cause. Successful treatment of the common cause 
usually results in successful treatment of the amenor- 
rhea as well. 

The prognosis is also influenced by the age of the 
patient. Although this paper deals mainly with amenor- 
rhea of the adolescent, it should be mentioned that the 
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chances of restoring normal menstruation are much 
less in patients over 35 years of age. If the duration 


of amenorrhea is longer than a year, there is less 
chance of favorable results from treatment. 


CONCLUSION 
It was pointed out early in this paper that amenor- 
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thea should be looked upon as a symptom. I have at- 
tempted to ‘make this clear throughout the discussion. 
However, even though amenorrhea is a symptom, it is 
important to treat the patient as a whole, rather than 
the symptom alone. 
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The Psychology of Delinquency and Vandalism in Juveniles* 
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Frequently the doctor is the first to see the young 
vandal professionally. Parents, although they may have 
discussed the problem with school authorities, the min- 
ister, or legal authorities, may bring the child to the 
physician to learn if there is anything wrong with him. 
The physician also may be the first professional person 
to examine a child who shows incipient signs of 
vandalism. 

In this paper I shall consider the psychology of the 
vandal, the dynamic factors which bring about his un- 
social behavior, what it is that throws some children 
off balance, why they engage in » anton destruction of 
another’s property, and what ,ushes them into this 
action when so many other channels are open to them. 


No single cause of vandalism has been evidenced, 
though sometimes there are specific causes in certain 
geographic areas. The multiplicity of causes are in the 
areas of politics, economics, heredity, and environment ; 
they are found in the parent, the teacher, the food, and 
the location of the home; they are said to include the 
war, the lack of a last frontier, and “keeping up with 
the Joneses” ; they are all of these and more. 


All of these causes relate to the patterning of the 
personality as the child grows from a completely de- 
pendent parasite at birth to a state of independence 
in adulthood. Most children mature through these 
years in a satisfactory manner. They learn to adjust 
to their living situations, to behave in a manner ac- 
ceptable to society, and to be productive citizens. Most 
children learn to compensate for their own inadequa- 
cies and to sublimate their unacceptable urges or direct 
their desires which are not acceptable to society into 
adequate creative channels. 


Relatively few become delinquent, and still fewer 
engage in vandalism. It is important to try to identify 
the psychology, the dynamics, and the motivating forces 
which lead to wanton destruction of property, no mat- 
ter what the cause. 

The fact is accepted that all individuals are differ- 
ent from each other, yet everyone has similar mecha- 
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nisms and structures for maintaining life. Thus, each 
person may be said to have similar basic psychologic 
drives. 

Kanner’ brings out the significant thought that 
the struggle of the child for the gratification of needs 
is the basic drive in all behavior. Identification of the 
needs of all individuals is a problem. Various schools 
of thought describe needs in terms of their own 
theories of behavior and personality development. Zis- 
kind? has described common needs that are recognized 
in all schools of thought and theories of behavior. They 
are variously noted as instincts, drives, wishes, desires, 
needs, urges, social forces, interests, and others. Such 
needs he lists as follows: 


1. Physiologic needs or those biologic requisites 
of hunger and thirst which must be met for survival. 
The man who is hungry may eventually steal. 


2. Safety needs, protecting the individual from in- 
jury or violence. These can be delineated as threats 
from physical disease and the fear of death in war. 
The feeling of insecurity may result from the fear of 
violence. When this fear is continuous, the person may 
strike out against the source of supposed violence or 
against the symbol of the source of violence. 


3. The need for love. This may be thought of not 
only as love between sexes, but as acceptance, affection, 
and the feeling of belonging or of being part of a 
group. It is not a matter of whether or not the child 
is punished or how he is punished, but does he know 
he is loved; are adults consistent and fair in handling 
the child? 

4. The need for self-esteem. It means “saving 
face.” It is seen in “keeping up with the Joneses.” 
The vandal meets this need among his fellows by do- 
ing a more destructive job than the others. 


5. Creativity, the fifth basic need, which is recog- 
nized by all major schools of thought. It implies all 
forms of individual expression. If there is no provision 
for it in acceptable behavior, creativity is sought 
through unacceptable behavior. 


Ziskind? lists these five basic needs in order of 
importance to the individual. Maslow* points out, how- 
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ever, that any one specific drive or desire may be of 
greatest significance for a particular individual in his 
living situation. It is felt that when these basic motivat- 
ing forces are not met adequately for the individual in 
his milieu, the resultant behavior is often pathologic and 
may be delinquent. In some cases the symptom is 
vandalism. In a given case, if the discovered causes 
of vandalism are investigated, it will be found that one 
or more of these needs is not being met adequately. 
The psychology of vandalism can therefore be thought 
of in terms of these desires and the way in which they 
are being met by the particular child. 


In correcting the problem, the vandal’s life may be 
evaluated in terms of these five basic urges. The value 
of this procedure cannot be overestimated in attempting 
to help patients, their parents, or the community. 

Kanner! emphasizes the importance of dealing 
with the first act of delinquent behavior, no matter how 
insignificant it may seem. The physician, in taking a 
case history, may be the person who comes in contact 
with the child following his first unsocial activity, 
whether it is truancy, theft, or destruction. 

Bertram Beck,‘ head of the special juvenile delin- 
quency project of the United States Children’s Bureau, 
has an outstanding approach to this problem. He be- 
lieves that delinquency itself is not the big problem, 
but is only a symptom of the problem. He feels that 
the community must be alert for children with prob- 
lems. Parents can worry too much about their children 
and not only “lose the kick of being parents” but create 
anxiety which is transmitted to the child. 


Clendenen® has elaborated on the dynamics of the 
vandal, the child who is extremely hostile and acts out 
his rebellion against his family. All persons have some 
hostility, but the majority act it out in socially accept- 
able ways such as in playing golf, in “do-it-yourself” 
activities, and in playing ball. To the others, the 
church, the school building, or another’s house may 
symbolize the parent or parent-figure, and the hostility 
is directed toward the symbol. 


A paper on any aspect of the delinquency problem 
would be incomplete without mention of the Interim 
Report of the Subcommittee of the Committee on the 
Judiciary to Study Juvenile Delinquency in the United 
States.° The Committee reported that the number of 
children seen in juvenile courts increased from 300,000 
in 1948 to 435,000 in 1953. Only 10 per cent of this 
increase can be attributed to the increase in juvenile 
population. When this rate is projected, it is anticipat- 
ed there will be 785,000 in the juvenile courts in 1960. 
For every child brought before juvenile courts there 
are three offenders called to the attention of the police. 

Narcotic addiction among young boys and girls, it 
was reported, is considered the most sinister of all 
problems. It was estimated that in New York City there 
are 7,500 juvenile addicts; in Los Angeles County 8 
per cent of the children in juvenile court cases had 
contact with narcotics; in Denver 80 to 90 per cent 
of Spanish-American boys seen in juvenile courts had 
such contact ; 250 children between the ages of 13 and 
18 were addicted to drugs in Oklahoma City; and in 
Iowa 25 per cent of the girls in the state training school 
used marijuana habitually.® 

Do these drugs help the child meet his basic needs? 
Does the transient elation from cocaine give him a feel- 
ing of self-esteem, of belonging? The later nervous 
discomfort, tension, and paranoid delusions are what 
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make him a menace, a vandal. Vandalism can be stim- 
ulated by Benzedrine, Dexedrine, or mescaline. Does 
the case history provide information relative to the use 
of these drugs? During examination are symptoms 
identified which may result from the use of these 
drugs ? 

Drugs producing a depressant effect are used to 
relieve tension and pain; barbiturates and bromides are 
well-known examples. What basic need is met by re- 
lieving tension and gaining a feeling of well-being? 
The physician can answer this in terms of the inili- 
vidual child. 


The Committee® indicated that because of the cir- 
cumstances in which these drugs are obtained and used, 
a statistical study is difficult. However, it pointed out 
that not only do most adult addicts have a prior delin- 
quent record but also that substantial figures were given 
to show the extent to which narcotics are used by 
delinquent children of both sexes. 


Physicians must be alert to this problem, not only 
in administering the drugs but in recognizing symp- 
toms of their use and in getting information from case 
histories. Psychiatric evaluation and treatment for 
tensions and conditions representing the apparent need 
for narcotics offer considerable help in limiting the 
use of such drugs in practice, thus avoiding possible 
addiction which may result in vandalism as an expres- 
sion of unresolved problems. 


The Senate report® identifies other problems such 
as inadequate recreation facilities in housing projects, 
the Armed Forces and the problem of young men with 
a record of difficulty with the law, juvenile employment 
problems, and pornographic material in relationship 
to delinquency. In it are discussed the school and the 
church in relation to these children and the importance 
of the community in its several aspects in solving the 
problem. 

Comic books as they relate to the symptom of 
juvenile delinquency also have been studied in a special 
project.’ It may be presumed that ideas pictured in 
comic books furnish another method of exciting the 
child to the vandal’s way of establishing self-esteem, of 
belonging, and of creativity. 

William C. Kvaraceus® has written that crime in 
the United States costs more than 15 billion dollars a 
year. A large proportion of this can be attributed to 
boys and girls in their teens. It would be subsumed 
that a goodly percentage of this cost must result from 
vandalism. The author states that much of the damage 
to property is not included in these figures since the 
incidents do not bring the child to court where statistics 
are compiled. He states that in Boston in 1953 the 
figures for school vandalism alone ranged from $53,752 
to $76,811. In New York City in 1 year as many a- 
265,000 school windows have been the mark of vandals. 
while total school property damage reaches nearly a 
half-million dollars in the same period. It costs from 
$2,500 to $4,000 a year to keep a girl institutionalize: 
for delinquency—as much as to send her to college. 

Kvaraceus® outlines specific aids for every aspect 
of handling the delinquency problem. He points out the 
need for the community as a whole with all of its re- 
sources to work on the solution of the problem. He 
further points up the tenet of this paper, that delin- 
quency or vandalism is a symptom of some problem 
a within the community itself as well as within the 
child. 
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Kvaraceus identifies underlying psychologic as- 

pects of the delinquent. He states that the behavior 
:s an attempt of the child to meet some basic need. It 
is adjustive, in other words, rather than maladjustive. 
Because such behavior is troublesome, the child is 
brought into conflict with adults in the community. The 
need for status in the child reflects his family status, 
economically, socially, with regard to housing and 
schooling, and in relationship to group participation by 
parents. 
There is overaggressiveness in the psychologic 
make-up of the delinquent, and I think we can assume 
the same is true of the vandal. The statement is made 
that society is apt to become preoccupied with the form 
of aggressiveness rather than the cause. Kvaraceus 
points out that aggressiveness and hostility result from 
feelings of frustration. Such causes may be poverty, 
rejection, insecurity, or being part of a minority group, 
as well as others previously mentioned. In terms of the 
five basic needs, it may be interpolated that frustration 
resulting in aggressiveness may stem from failure of 
the child to meet any or several of these urges. 


The author® briefly discusses delinquency in terms 
of the freudian concept of meeting ego needs by im- 
pulsive acts. In terms of the basic needs already men- 
tioned, and oversimplified, the id represents the basic 
urges necessary to survival; the ego represents the self 
or the conscious part of the personality; the superego 
is essentially the conscience or the “internalized” parent 
or parent-figure, the police in some cases. The vandal 
tries to make the id aspect of the personality “happy” 
by satisfying these urges, regardless of cost. 


Other psychologists, as Kvaraceus points out, feel 
that interpersonal relations and the relationship with 
the environment are important factors in delinquency 
and, hence, in vandalism. 

A study of the nutritional state and the body me- 
chanics of the bony and soft tissues and the viscera of 
juvenile vandals might yield valuable information on 
the subject of vandalism. Nutrition and body mechanics 
are important in the osteopathic approach to any prob- 
lem. 

The basic osteopathic concept, which distinguishes 
the osteopathic school of practice, includes the principle 
of examining the total person in his total environment. 
This concept is basic in psychiatric thinking and prac- 
tice. Osteopathic physicians caring for children are in 
a unique position to understand and take action regard- 
ing vandals. 

The concept further states that, among other 
‘things, the individual is so designed that he can remain 
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well or ward off or recover from noxious stimuli when 
he is maintained in an adequate environment, providing 
he inherits a stable and balanced organism. 


This, too, is basic in the approach of almost every- 
one in the psychiatric field. Nature provided the mental 
mechanisms for adequate interpersonal relations and 
the ability to adjust to the present situation within a 
very wide range of activity. The child who is busy 
with constructive activity seldom appears in the courts. 
The child who learns the meaning of responsibility sel- 
dom is seen in juvenile institutions. The child who has 
the opportunity to discuss his problems with those who 
are interested and who have the time, or take the time, 
to listen and talk about them is seldom an offender. The 
child who has a stable religious experience in the home 
seldom is found among the vandals. The child who is 
nourished adequately, who is secure in the knowledge 
that he is safe, who knows he is loved and is a real part 
of his family and community whether it is the school, 
the church, or other groups, who realizes self-esteem, 
and who has adequate and appropriate direction for his 
creativity is not seen in the courts and is not found 
destroying the property of others without due cause. 
The child who has a stable inheritance, a mental ca- 
pacity which enables him to evaluate and to learn, 
who is mechanically adequate, and who is guided to 
emotional maturity so that he can face reality is not 
seen in the child guidance clinic. 

In conclusion, the psychologic aspects of vandal- 
ism are many. They result from the reaction of chil- 
dren to attitudes. Those closest to the child, with him 
first, and representing the greatest force are the par- 
ents. But he is in school 6 or 7 hours daily from the 
time he is 6 years of age. He is part of the church, 
of the theatre, of the grocery store; he walks on the 
streets, plays with his neighbors, looks at television, 
listens to the radio, reads, wears clothes, eats, and 
sleeps. 

The physician as a part of the community might 
well ask himself what his responsibilities are in the 
problem of vandalism. Does he talk about this problem 
constructively with patients, parents, and religious 
leaders? Not only is the physician working with par- 
ents and children, not only does he counsel with regard 
to parent and teacher attitudes, not only does he counsel 
the child, but he is considered a leader by the commu- 
nity. Is he taking advantage of this position by stimu- 
lating adequate community attitudes and contributing 
to the development of stable, useful, happy young 
citizens? Is he taking positive action because he is 


thinking positively ? 
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Pulmonary Hyaline Membrane 


NORMAN O. LAVET, D.O. 
Los Angeles 


The diagnosis of pulmonary hyaline membrane is 
all too often made on the autopsy table. In view of its 
high incidence as a cause of death within the first 48 
hours in premature and postmature infants, babies of 
diabetic mothers, and those delivered by cesarean sec- 
tion, it is important for physicians to familiarize them- 
selves with this pathologic entity and the clinical syn- 
drome that is part of it. At a recent symposium’ dealing 
with this disease it was the consensus that a correct 
antemortem diagnosis of pulmonary hyaline membrane 
could be made in any infant weighing more than 1,800 
grams, and one physician,’ referring to children of 
diabetic mothers, stated that his “batting average” was 
nine out of ten. 

At the Chicago Lying-In Hospital between 1948 
and 1949, this condition was the only pathologic change 
found at postmortem examination in 40 per cent of all 
infants weighing between 1,000 and 2,500 grams and 
was the leading cause of death of live-born infants.* 
Among infants weighing over 2,500 grams it was pro- 
portionately more common among those delivered by 
cesarean section. If the deaths due to erythroblastosis 
and malformations were eliminated from that series, 
it became almost the only cause of death in infants 
delivered by cesarean section in that hospital. 

Typically at delivery there is an uneventful initia- 
tion of respirations, and the baby quickly assumes the 
pink color of adequate oxygenation. Less frequently 
there may be initial cyanosis which is refractory to the 
administration of oxygen. There is then a latent period, 
generally from 1 to 6 hours, during which the infant 
appears normal. At this time the infant starts to show 
evidence of distress. Progressive cyanosis and dyspnea 
appear, and the baby seems to be making tremendous 
efforts at inspiration as though he were trying to over- 
come some severe obstruction in the bronchopulmonary 
tree. All the accessory muscles of respiration are 
brought into play. There is lower sternal retraction 
from a strong diaphragmatic tug, which becomes pro- 
gressively deeper as the condition advances. The ribs 
retract and a sucking in of the supraclavicular spaces 
can be seen. Initially, and for a variable period, the 
inspiratory effort seems to be labored, and then the 
baby seems to have trouble expiring the air from the 
chest. It has been observed that the knee-chest position 
seems to ease the expiratory difficulty.t* The diaphrag- 
matic action resulting from the tug disappears and is 
replaced by an “undercurling” of the thoracic cage 
which occurs because of the now tremendous excur- 
sions of the upper chest which is trying to compensate 
for the loss of diaphragmatic action. This loss of dia- 

phragmatic function has been confirmed by pneumo- 
tracheographic studies and is considered a poor prog- 
nostic sign.* 

During the latent period between birth and the 
onset of symptoms, percussion and auscultatory find- 
ings are within normal limits, but with the onset of 
distress these findings become extremely variable, with 
the picture changing from one hour to the next. Per- 
cussion dullness and the absence of breath sounds may 
be demonstrated in a given area, and an hour later the 
same area may be hyper-resonant. Death usually takes 
place in from 8 to 30 hours as a result of exhaustion 


and the inability to obtain enough oxygen to maintain 
life. 

X-ray studies are not typically diagnostic; how- 
ever, a granular, fine hyaline appearance of the lung 
fields has been reported with some consistency. Racio- 
logic evidence of massive atelectasis is not consistent 

with the diagnosis. 

If the infant survives, a 48-hour period pneumonia 
is usually superimposed, with or without a response to 
infection. Death does not inevitably occur. Cases with 
less extensive involvement, given proper care, will 
clear up, usually within 5 days. 

At autopsy, the pathologic findings in the lungs are 
quite striking.’ The lungs are the size of well-expanded 
lungs but they have the consistency of liver. Instead of 
being the yellow-pink of lungs containing air or the 
light violet of nonexpanded fetal lungs, they are uni- 
formly dark reddish purple. If the infant survived a 
48-hour period, a superimposed inflammatory state is 
present characterized by a granular consistency. Ordi- 
narily, however, the lungs are of uniform consistency. 
The whole lung or individual portions sink when placed 
in water despite the fact that a little air always remains 
in the proximal portion of the pulmonary tree. 

Microscopic examination reveals widespread re- 
sorption of air, and the walls of many alveolar ducts 
and most of the alveoli are collapsed, giving a solid 
appearance to the lung tissue between the few alveoli 
that remain open. Great difficulty is experienced when 
trying to expand the lungs by injecting air, the proximal 
alveoli becoming greatly distended while the distal 
alveoli become even more collapsed. However, if fluid 
is injected, the atelectatic alveoli are easily opened and 
microscopic inspection soon shows that the lungs are 
normally developed. 

Intense capillary engorgement is responsible for 
the color and increase in weight and is one of the most 
striking findings on histologic examination. 

The classical pulmonary hyaline membrane is seen 
on the inner surface of the bronchioles and alveolar 
ducts that remain open. It appears as an irregular layer 
of homogeneous to granular acidophilic material ex- 
tending into the bronchioles and alveolar ducts. It 
forms a mechanical barrier to normal respiratory ex- 
change by blocking off some portions of pulmonary 
tissue and by coating the remainder in such a way that 
the capillaries are deprived of contact with the oxygen- 
containing atmosphere. The hyaline membrane directly 
overlies the intact epithelium of the air spaces, the 
respiratory cells themselves not being incorporated 
within the outside limits of the membrane. Squamous 
cells are sometimes seen lying between the membrane 
and the walls of the alveolar duct. 

Histochemically, the membranes seem to contain 
a protein which consists of tyrosine and arginine. A 
carbohydrate moiety is attached to the protein. Fatty 
substances in small amounts are present and are prob- 
ably devoid of hyaluronic acid.® 

Investigators agree in describing the clinical and 
pathologic findings in this disease, but there is much 
disagreement as to the origin and pathogenesis of the 
pulmonary hyaline membrane. The prevailing hypoth- 
esis, which is by no means a consensus, is as follows: 
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In the process of physiologic intrauterine fetal 
respirations, a tidal flow of amniotic fluid takes place 
between the amniotic sac and the upper respiratory 
passages of the fetus. With normal fetal respiratory 
excursions, which are shallow, the lower part of the 
respiratory tract is not reached by the amniotic fluid. 
However, when fetal anoxia occurs, from any one of a 
variety of causes, gasping respirations occur and the 
protein-laden amniotic fluid is drawn into the terminal 
bronchioles, alveolar ducts, and sometimes the alveoli 
themselves. The infant is delivered prematurely if the 
condition causing fetal anoxia precipitates delivery or 
necessitates the induction of labor. After birth, as a 
result of extrauterine respiration of at least 1 to 2 
hours’ duration, this material (protein, squamous cells, 
occasional vernix) is dispersed within the respiratory 
bronchioles, alveolar ducts, and alveoli. 

As absorption of the fluid element of the amniotic 
contents takes place, there is concentration of its afore- 
mentioned solid elements, and a membrane is formed 
which seals off the openings of the bronchioles, alveolar 
ducts, and alveoli, thereby blocking an effective gaseous 
exchange. If the blocked alveolus had formerly been 
expanded by air, the air is now absorbed and the in- 
volved area becomes secondarily atelectatic. If the al- 
veolus had not yet been opened by air, it remains in its 
state of primary atelectasis. 

The above hypothesis is based on the results of 
experimental work done in this field. Its integrity 
must of course be tested by proving whether or not 
such phenomena as effective intrauterine fetal respira- 
tions and tidal flow of anniotic fluid do exist. 

Snyder and Rosenfeld’ observed and illustrated 
rhythmic respiratory movements of fetal rabbits within 
their amniotic membranes and showed that continuity 
existed between the amniotic sacs and fetal lungs by 
injecting India ink into the amniotic sac 20 minutes 
before the animal was sacrificed. Entrance of the 
stained amniotic fluid into the fetal lung was evidenced 
by the completely stained condition of all parts of the 
lung. An apneic fetus subjected to the same procedure 
presented unstained lungs. This would seem to indicate 
that fetal respirations and aspiration of amniotic fluid 
occur in normal intrauterine respiration in the rabbit 
fetus. 

In attempting to show that aspiration of amniotic 
fluid was necessary to normal development of the fetal 
lung, Potter* injected Thorotrast into the amniotic sac 
of small human fetuses 12 to 24 hours prior to delivery 
and demonstrated radiologically and on microscopic 
section the presence of Thorotrast in the lung fields 
and throughout the gastrointestinal tract. If the mate- 
rial was injected just prior to delivery it was not 
visualized. She concluded that a certain amount of 
time was necessary for the tidal flow of amniotic fluid 
to leave the particles of Thorotrast to concentrate with- 
in the lung. 

However, Gruenwald® suggests that concentration 
of Thorotrast occurs when the amniotic fluid is ab- 
sorbed by the lungs, leaving the Thorotrast behind the 
capillary membrane at the alveolar wall. This was 
further borne out by demonstration that rabbit fetuses 
could swim in saline baths until they stopped breathing 
and could then be revived after aspirating a large 
amount of the saline. With this work in mind it may 
be reasonable to assume that what actually occurs is an 
inflow of amniotic fluid without an appreciable outflow, 
rather than a tidal flow of fluid between the lungs and 
amniotic sac. 
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Another pertinent question is whether intrauterine 
fetal anoxia causes increased respiratory excursions 
with aspiration of alveolar debris and amniotic fluid 
into the bronchioles and alveolar ducts. On the basis 
of available evidence, this question must remain unan- 
swered. 

While it is agreed that the pulmonary hyaline 
membrane is derived from protein, there is disagree- 
ment as to the source of the protein. Amniotic fluid 
has a relatively low protein content, and a large amount 
of fluid would be necessary to form the membranes 
that are found. Moreover, pulmonary hyaline mem- 
branes found in children and adults are seen in condi- 
tions such as arteritis, x-ray pneumonitis, and pneu- 
monitis of rheumatic fever in which there is vascular 
damage. This would indicate that a mechanism exists 
for blood proteins to escape from an injured capillary 
and travel the infinitesimal distance to the alveolar duct. 
Since premature infants are prone to vascular fragility, 
the source of the protein may very well be the blood 
rather than the amniotic fluid. Blood as the sole source 
of the membrane would not account for the amniotic 
debris which is found in the membrane. 

Possibly, therefore, the theory of fetal anoxia ex- 
plains the entire picture. It may very well be that fetal 
anoxia is responsible for the capillary damage which 
releases the protein, for the gasping fetal respiration, 
the consequent deep aspiration of amniotic fluid, and 
the settling out of the amniotic debris which is part of 
the membrane. 

This explanation would seem to be well borne out 
by the recent work of Gitlin® on the nature of the 
membrane. Using a fluorescein tag, he was able to pro- 
duce a fluorescent fibrin membrane in edematous lungs, 
in which the pulmonary edema fluid was combined with 
amniotic fluid. Finding fibrinogen in the edema fluid 
and thromboplastin in the amniotic fluid, Gitlin then 
explains the formation of the pulmonary hyaline mem- 
brane by the union of these fluid components when the 
edema fluid of damaged lungs is combined with am- 
niotic fluid which is deeply aspirated by a hypoxic fetus. 

It has been shown that vagal influences may operate 
in the production of the hyaline membrane. Miller and 
his associates’? were able to produce membranes in 
twenty rabbits on which vagotomy at the midcervical 
level had been performed. These membranes were 
similar to those found in premature babies, and the 
longer the period of life after the procedure, the greater 
was the amount of hyaline membrane found. The time 
of appearance of the membranes after vagotomy ap- 
proximated closely the time of appearance of the mem- 
branes in newborn infants in respect to the time of 
birth. Both membranes contained polysaccharide alde- 
hydes. The similarity of the lesions produced in vagoto- 
mized rabbits to the lesions found in premature infants 
suggests that there may be factors common to both 
which are responsible for these pulmonary changes. As 
to the origin of the membrane, an alveolar transudate 
or pulmonary edema was found in association with 
membranes produced in the vagotomized rabbits that 
was similar to edema that his group found in their 
series of premature humans. 

That premature infants have poor vagal tone is 
evidenced by tachycardia, irregular respirations, and a 
weak gag and cough reflex. Experimental membranes 
have been produced by the intratracheal injection of 
dilute hydrochloric acid in laboratory animals, and 
this could conceivably occur in premature babies who 
aspirate their gastric contents. 
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The role of cesarean section is a special one in this 
condition because of the great incidence of deaths of 
newborns weighing over 2,500 grams delivered by sec- 
tion. Approximately 50 per cent of deaths occurring 
after section in infants born alive show this pathologic 
state as the cause of death. Why pulmonary hyaline 
membrane should occur so frequently with this method 
of delivery is again a matter of conjecture. In some 
cases the maternal indication for cesarean section may 
also produce fetal anoxia, thereby setting the stage for 
formation of the membrane. Delivery by section is un- 
physiologic and may be more likely to promote the for- 
mation of hyaline membranes in the lungs of newborn 
infants than does delivery from below. 

When the uterus is opened and the membranes of 
the amniotic sac are ruptured, the infant is seen lying 
in a pool of amniotic fluid. During extrication of the 
baby, its body is exposed to and chilled by the lower 
room temperature, and it has been observed to gasp 
or even cry while its head is still submerged in the 
amniotic fluid within the uterus. Furthermore, with this 
method of delivery the chest is not subjected to the 
wringer-like action of the birth canal. Copious amounts 
of clear bubbly fluid issue from the nose and mouth of 
the infant born by cesarean section for the first few 
hours of its life. Finally, anesthesia, operative manipu- 
lation, and absence of uterine contractions must all be 
considered in evaluating the part played by cesarean 
section in the pathogenesis of pulmonary hyaline mem- 
brane. 

In the absence of a known specific cause, it is 
understandable that a specific treatment does not exist. 
However, some general measures directed toward the 
prevention and treatment of pulmonary hyaline mem- 
brane have been utilized with some degree of success. 

The physician should anticipate, try to prevent, 
and be prepared to treat this pathologic state when 
faced with a premature delivery, a cesarean section, or 
the delivery of a baby of a diabetic mother. Prenatal 
prevention concerns itself with measures taken to avoid 
prolonged intrauterine anoxia and, whenever possible, 
woidance of cesarean section. When section is indi- 
cated it is probably wise to extricate the infant from 
the uterus as rapidly as possible. 

Whatever method of delivery is used, the airway 
must be closed off until the nose, mouth, and throat can 
be aspirated with a bulb syringe or DeLee aspirator. If 
the infant requires resuscitation, direct laryngoscopy 
by a skilled operator is utilized, and a tracheal catheter 
is inserted for aspiration and oxygenation. To avoid 
aspiration of gastric contents, it is advisable to empty 
the stomach by means of an appropriately sized rubber 
catheter. This is particularly indicated for babies de- 
livered by section who have a copious amount of gastric 
and pulmonary fluid. 

Since it is the consensus of the pathologists that no 
material exists in the larger bronchi that could be re- 
moved by bronchoscopy, this procedure is needless, and 
since deaths have been reported immediately following 
it, in my opinion bronchoscopy is absolutely contra- 
indicated. The fluid within the larger bronchi can easily 
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be removed by adequate postural drainage. 

It is obvious from their cyanosis that these infants 
are suffering from lack of oxygen. A great many of 
them become cyanotic when they are removed from 
oxygen, but their color remains quite good when they 
are maintained in a high oxygen environment. It is 
thought that a supersaturated oxygen or oxygen mist 
atmosphere of 90 to 95 per cent humidity is particularly 
beneficial in this condition. Some workers have simply 
used a spray of water, while others utilized detergent 
solutions such as Alevaire or protein-splitting enzyme 
substances such as Tryptar or streptokinase-strepto- 
dornase. Gellis* routinely placed all infants delivered 
by cesarean section in mist for a 24-hour period imme- 
diately following delivery, and he feels that this may 
prevent or minimize the condition. 

It has been my practice to use detergent mist rou- 
tinely for all premature babies, babies delivered by 
section, and babies of diabetic mothers. Since respira- 
tory distress starts within the first 24 hours of life, 
these babies are removed from this environment if they 
are normal at the end of that period. 

Adequate postural drainage, except when intra- 
cranial hemorrhage is suspected, should be instituted 
immediately, and the incubator should be arranged so 
that this position can be maintained for the first 24 
hours. 

Since superimposed pulmonary infection is noted 
to follow in 48 hours, these infants should be protected 
by parenteral administration of penicillin and strepto- 
mycin for a 3-day period. 

Feeding by mouth should be withheld until all 
signs of respiratory distress have abated. Parenteral 
fluids may be administered, depending upon the degree 
of hydration. 

If the extent of involvement is not overwhelming 
and if careful attention is given to prophylaxis and 
symptomatic treatment, the very high mortality rate 
that now exists for this disorder of pulmonary ventila- 
tion may be lowered. 


SUMMARY 


Pulmonary hyaline membrane causing abnormal 
pulmonary ventilation is a leading cause of death in 
premature infants, newborns of diabetic mothers, and 
those newborns delivered by cesarean section. It is an 
acidophilic material consisting largely of fibrin which 
lines the inner surfaces of the bronchioles and alveolar 
ducts and forms a mechanical barrier to physiologic 
respiratory exchange. 

A latent period of from 1 to 6 hours usually occurs 
between an apparently uneventful delivery in which the 
newborn appears well and the onset of apparent 
respiratory distress. 

Several theories explaining the etiology of pul- 
monary hyaline membrane have been presented and dis- 
cussed. The possible occurrence of this condition should 
be anticipated in any birth involving a premature in- 
fant, a cesarean section, or a diabetic mother, and 
proper prophylactic measures should be undertaken. 
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When a toddler’s appetite lags, Gerber promotes the idea 

he can often be encouraged to Nip « of mother-toddler luncheons 

eat more if the mother shares the " throughout the year by offering 
same food with him occasionally. mothers a free booklet: 
Mother-toddler luncheons not only " “Recipes for Toddlers.” For 
stimulate appetite interest, but ih” aa complimentary supplies of these 
promote a pleasant parent-child a ee booklets . . . for distribution 
relationship as well. They also” oy 4 to your mother-patients, just write 
help the child make the transition é , on your letterhead to Dept. 
from junior foods to table / 3712-5, Fremont, Michigan. 
foods more easily. 


The wide variety 

of Gerber Junior Foods can be adapted = Babies ane oun busimess... owr busimess ! 
to many uses to make the toddler's 

meals more appealing. In many cases, 

only minor modifications are 

necessary to make the menus palatable Ge ‘bh e 

to the mother too. There are 

tempting, true-flavor fruits, vegetables, 

soups and meats — with the tender, BA BY FOO DS 
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comprehensive nutritional support 
for both mother and child 


throughout pregnancy with 


two-a-day 


Gestatabs’ 


the Mol-Iron® prenatal supplement 


ey] Guard against nutritional debits 
4 in your pregnant patients by pre- 
scribing Gestatabs. 
Prevent iron deficiency anemias 
a with well-tolerated Mol-Iron 


a Eliminate or reduce occur- 
A rence of leg cramps with phospho- 
rus-free calcium 

Forestall neonatal prothrom- 
bin deficiency with vitamin K 
improve over-all ‘nutritional 
status with optimal amounts of 
vitamins A, C, D, B,; 2 and B Com- 
plex 


Recommend the convenient 
monthly package of 60 tablets. 


and when iron is the dominant need 
i R Mol-Iron® with Calcium and Vi- 
q tamin D. Therapeutic amounts of 

iron, plus ample amounts of Vitamin 
D and phosphorus-free calcium. 


White Laboratories, tnc., Keniiworth, N. J. 
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PRESCRIPTION SERVICE 


ALLERGIC DISEASES 


ALLERGENIC EXTRACTS, DIAGNOSTIC 
AND THERAPEUTIC 


Devoted exclusively to the manufacture of 
pollen, fungus, epidermal, food, dust, and 
miscellaneous allergenic extracts for the 
diagnosis and treatment of allergic con- 
ditions. 

A pollen check list for your state and other 
literature sent on request. 


U.S. Government License No. 103 since 1929 


ALLERGY LABORATORIES, INC. 


Pasteur Medical Building 1111 N. Lee Avenue 
Oklahoma City |, Oklahoma 
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Constipation may occur in a 7 
day old infant. Treatment by 
rectal dilatation often is begun 
this early. Wherever dilatation 
is used to treat children—a life- 
time laxative habit may bec 


avoided. 
Young’s Rectal Dilators 


Help Develop Good Bowel Habits. 
F. E. YOUNG and COMPANY 


8057 Stony Island, Chicago 17, Ill. 


She adds her fancy: 


she looks for its delicate yet 
firm texture, cleanly scented clarity, 
and soothing, gentle lubrication, 


to your prescription facts: 


full coating, occludes as it covers 
vaginal walls; optimal spreading for 
maximum coital mixing; 
greatest spermicidal 
opportunity; blandly 
protective of 
the entire 
mucosal area. 


When contraception 
is indicated for young 
married couples. 


DISTRIBUTED BY GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, NEW YORK 
IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., TORONTO, CANADA 
MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS 
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the level of 


and Bs—permits even greater flexibility in specifying vitamins for infants 


and children. Like Poly-Vi-Sol and Tri-Vi-Sol... 


Deca-Vi-Sol is highly stable... refrigeration not required ... potency 
assured... readily accepted... exceptionally pleasant flavor...no 
unpleasant aftertaste... full dosage assured . .. can be dropped directly 


into the baby’s mouth. 


\ 
© vitamin liquid for teaspoon dosage. 


Deca-Vi-Sol—the new, more comprehensive formula including vitamins Biz 


\ For older children, specify Mulcin, the good-tasting, orange-flavored 


*TWO-FOLD SERVICE— 
To The Profession 


Professional Foods continue to do their honest best to 
predicate the needs of the Osteopathic profession in cor- 
recting basic and fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the CHRONIC 
PATIENT, we have planned our products to aid the 
doctor of this patient. 


*We offer a complete and basic evaluation for the 
CHRONIC PATIENT at a considerable financial sav- 
ings in order that treatment for the CHRONIC 
PATIENT can be directed properly from thé start. 


Write for added information. 


PROFESSIONAL FOODS 


319 Second Ave. S. W., Cedar Rapids, lowa 


“Pathogenesis of 
Visceral Disease 
Following Vertebral 
Lesions” 


Dr. Louisa Burns’ 
Latest Book 


A synopsis ef the major observa- 
tions from 40 years of research. 
Description of scientific methods 
used and statement of conclusions. 


Cloth cover, 6x9. XIV + 347 pages 
with iHustrations, some in color. 
Limited edition—Price $6.00 post- 
paid. 
An Ideal Gift— 
We will mail for you 


Send enclosure card and remittance 
with order to 


American Osteopathic 


Association 
212 E. Ohio St., Chicago 11, Hi. 


Each 0.6 
supplies: 


the baby needS 
4 
— 
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2 


Each 0.6 cc. 


~ 


All are supplied in 15 cc., 30 cc. and economical 50 cc. bottles 
with the new Mead calibrated unbreakable plastic ‘Safti- 
Dropper.’ It will not break even if the baby bites it. 


MEAD) SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA,U.S.A. 


DUAL 
ACTION 
Here is the solution to the age old problem of how to give IMMEDIATE 
and PROLONGED RELIEF to the ASTHMATIC. Now, New, More 
each tablet contar™s Effective, ASMINOREL offers you both in a single preparation. The 
costing—for epi - patient sucks off the outer coating for relief in as little as 90 seconds, then 
‘ 
in swallows the hard core to get sustained relief for hours. 
etonged action Try ASMINOREL in your practice TODAY! 
core—for P 
in innet 65 ms- 
(3/8 gr) 24 
“| ascorbic 8 
phenobarbital 


19180 MT. ELLIOTT AVENUE * e 


° DETROIT 34, MICHIGAN 


a 
30 1 10 15 1 5000 
j 
| 
| 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


I wish I could 
afford a new 
_ X-ray unit 

right now 
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December, 1955 


I solved that 
problem with 


the G-E 


rental plan 


G-E MAXISERVICE 


gives you the x-ray apparatus you 


need with no initial capital investment 


_—— is the way to bring your x-ray facilities 
up to date without knocking your budget out 
of kilter. 

The G-E Maxiservice Rental Plan puts modern 
X-ray apparatus to work for you... lets you serve 
your | age more efficiently with equipment de- 
signed for the latest technics. Through periodic 
replacement feature, you can keep your installation 
always up to date. . . without “‘trade-ins.” 


One monthly rental charge includes repair parts, 
tubes, maintenance and local property taxes, It can 
be budgeted as operating expense against income 
from your installation. Your capital is not tied up 
in apparatus. 

Ask your G-E x-ray representative about the 
Maxiservice Rental Plan. Or write direct to X-Ray 
Department, General Electric Company, Milwau- 
kee 1, Wisconsin, for Pub. 121 


Progress /s Our Most Important Product 


GENERAL ELECTRIC 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Sixtieth Annual Convention, Hotel 
Statler, New York City, July 16-20, 
1956. Program Chairman, Myron 
C. Beal, 17 Vick Park A., Roches- 
ter 7, 


Academy of Applied Osteopathy, annual 
meeting, Hotel Waldorf, New York 
City, July 20. Secretary, Margaret W. 
Barnes, Box 1345, Carmel, Calif. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Neil House Hotel, Columbus, 
Ohio, February 6-9. Program Chair- 
man, Richard E. Eby, 1247 N. Park 
Ave., Pomona, Calif. Secretary, Har- 
old K. Morgan, 3268 W. 32nd Ave., 

denver 11. 


American Osteopathic College of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 27. Secretary, 
John W. Orman, 1623 E. 15th St, 
Tulsa 14, Okla. 


American Osteopathic Society of Proc- 
tology, annual meeting, Hotel Statler, 
Dallas, Tex., March 28-30. Program 
Chairman, E. R. Horton, Jr., 214 E. 
DeWald St., Fort Wayne 5, Ind. Sec- 
retary, Carl S. Stillman, Jr., 3523 Fifth 
Ave., San Diego 3, Calif. 


British Columbia: See Northwest Osteo- 
pathic Convention. 


California, annual meeting, Mission Inn, 
Riverside, May 24-27. Program Chair- 
man, Milton Futterman, 2028 E. First 
St., Los Angeles 22. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 1298 
Wilshire Blvd., Los Angeles. 

Colorado, annual meeting, Denver, May 
5. Program Chairman, A. E. Nichols, 
1332 Del Mar Parkway, Denver 8. Sec- 
retary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 


Connecticut, midyear meeting, February 


18-19. Program Chairman, E. R. Lamb, 
44 Whitney St., Hartford 5. Secretary, 
C. W. Cornbrooks, 182 Post Road, 
Darien. 


Eastern Osteopathic Association, annual 
meeting, Hotel Statler, New York City, 
March 24-25. Program Chairman, 
Chester D. Losee, 212 Prospect St., 
Westfield, N. J. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1, 


Florida, annual meeting, Fort Harrison 
Hotel, Clearwater, May 17-19. Pro- 
gram Chairman, Paul E. Wilsen, 802 
E. Ocklawaha Ave., Ocala. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 

Georgia, annual meeting, General Ogle- 
‘horpe Hotel, Savannah, April 26-28. 
rogram Chairman, Wade Holloway, 

9 Upchurch Bldg., Thomasville. Sec- 
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As a true “hyperkinemic”,’ Baume Bengué stimulates 
hyperemia and hyperthermia deep in the tissue area. 
This thorough action is invaluable in arthritis, myositis, 
muscle sprains, bursitis and arthralgia. Hi. 
Baume Bengué also promotes systemic salicylate 
action. It provides the high concentration of 19.7% 
- methyl salicylate (as well as 14.4% menthol) in a 


specially prepared lanolin base to foster percutaneous 


absorption. 


I. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 


Baume Bengue 


ANALECESIOU £ 


Available in both regular and mild strengths. 


Shes. Leeming 155 44th St., New York 17, N.Y. 


retary, Walter B. Elliott, Jr., 702 
Mortgage Guarantee Bldg., Atlanta 3. 


Idaho: See Northwest Osteopathic Con- 


vention. 


Indiana, annual meeting, Notre Dame 


University and Morris Inn, South 
Bend, May 14-16. Program Chairman, 
A. F. Kull, South Bend Osteopathic 
Hospital, 118 S. William St., South 
Bend 2. Secretary, Arabelle Baker 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 20-22. Program Chair- 
man, Clive R. Ayers, Grant. Secretary, 
Mr. Herman A. Walter, 200 Walnut 

Bldzg., Des Moines 9. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 14-16. Professional Ed- 
ucation Chairman, Richard Wallace, 
Hollis Center. Secretary, Roswell P. 
Bates, 72 Main St., Oreno. 


Massachusetts, annual meeting, Hotel 
Somerset, Boston, January 21-22. Pro- 
gram Chairman, Everett L. Pierce, 
Pleasant St., East Dennis. Executive 
Secretary, Mrs. Gladys M. Stockdale, 
524 California St., Newtonville. 

Minnesota, annual meeting, Minneapolis, 
May 3-5. Program Chairman, Con- 
stance Idtse, 47 S. Ninth St., Minne- 
apolis 2. Secretary, E. R. Komarek, 301 
Granite Exchange Bldg., St. Cloud. 


National Osteopathic Child’s Health Con- 
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emblem 


Your guarantee of 
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look for 


this 


Quality ... Service 


Perhaps you have observed a demonstration of 
Burdick physical medicine and diagnostic ap- 
paratus at your local dealer’s showroom or at 
a recent medical meeting. Perhaps a colleague 
has commented enthusiastically on his experi- 
ence with Burdick equipment. 


At any rate, when you select a Burdick unit— 
Electrocardiograph — Ultrasonic Unit — Dia- 
thermy — Ultraviolet Lamp — Zoalite — re- 
member that 43-years of outstanding en- 
gineering and construction have established 
this emblem as a hallmark of quality and ser- 
vice. 


Close liaison between manufacturer and dealer 
provides prompt, dependable service for the 
life of the unit. Your Burdick dealer is always 
ready to supply advice and service on the op- 
eration of Burdick equipment or demonstrate 
the latest developments in physical medicine 
and diagnostic devices. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


ference and Clinic, Municipal Audito- 
rium, Kansas City, Mo., April 9-11. 
Program Chairman, Robert R. Ton- 
kens, 5910 Prospect Ave., Kansas City, 
Mo. Secretary, Luther W. Swift, 2105 
Independence Ave., Kansas City 24, 
Mo. 


New Jersey, annual meeting, Essex 
House, Newark, March 10-11. Pro- 
gram Cochairmen, George W. Northup, 
104 S. Livingston Ave., Livingston, and 
Harry A. Sweeney, 25 S. Illinois Ave., 
Atlantic City. Executive Secretary, Mr. 
I. J. Tecker, 21 Hancock St., River- 
side. 


Northwest Osteopathic Convention, Chi- 
nook Hotel, Yakima, Washington, June 
25-27. Program Chairman, Wilbert B. 


Saunders, 4730 University Way, Seat- 
tle 5. 


Ohio, annual meeting, Neil House, Co- 


lumbus, May 7-9. Program Chairman, 
George O. Hoover, 91 S. Main St, 
Oberlin. Executive Secretary, Mr. Wil- 
liam S. Konold, 50 E. Broad St., Co- 
lumbus 15. 


Ontario, annual meeting, Royal Hotel, 


Guelph, May 3-5. Secretary, A. V. De- 
Jardine, 205 Yonge St., Toronto 1. 


Oregon: See Northwest Osteopathic Con- 


vention. 


Rhode Island, annual meeting, Warwick 


Country Club, Warwick, March 7-8. 
Program Chairman, Richard Dowling, 
1039 Broad St., Providence 5. Secre- 
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tary, J. Weston Abar, 824 Broad St., 
Providence 7. 


Texas, annual meeting, Baker Hotel, 
Dallas, April 22-28. Program Chair- 
man, Robert J. Brune, 1819 S. Brown- 
lee, Corpus Christi. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., 
Fort Worth 7. 


Utah, annual meeting, Ambassador Ath- 
letic Club, Salt Lake City, June 23, 
Program Chairman, Wilford G. Hale, 
506 West 2nd South, Logan. Secre- 
tary, Alice E. Houghton, 600 Zicn’s 
Savings Bank Bldg., Salt Lake City 11. 


Virginia, annual meeting, The Loize, 
Williamsburg, May 25-26. Program 
Chairman, Vincent H. Ober, 407-11 
Bankers Trust Bldg., Norfolk 10. Sec- 
retary, John A. Cifala, 2778 N. Wash- 
ington Blvd., Arlington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-5. 
Program Chairman, Walter B. Goff, 
429 16th Street, Dunbar. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. 


Western States Osteopathic Society of 
Proctology, annual meeting, Mayo Ho- 
tel, Tulsa, Okla., October 8-10. Pro- 
gram Chairman, Glenn Miller, 2100 N. 
Robinson St., Oklahoma City 3. Secre- 
tary, Earle F. Waters, 925 E. South 
Temple St., Salt Lake City 2. 


Wisconsin, annual meeting, Hotel Wis- 
consin, Milwaukee, April 23-25. Pro- 
gram Chairman, R. D. Walling, 709 
Oak St., Baraboo. Secretary, Edwin 
J. Elton, 1518 N. 70th St., Wauwatosa 


State and National Boards 


ARIZONA 

Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 East McDowell 
Road, Phoenix. 


Basic science examinations March 20 
at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to the examination. Address Herbert !). 
Rhodes, Ph.D., secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 
Basic science examinations in Mar:)! 
at the Y.M.C.A. Bldg., E. 16th Ave. and 
Lincoln St., Denver. Address Esther !. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 
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CONNECTICUT 
Basic science examinations February 
11 in Room 23, Lampson Hall, Yale Uni- 
versity, New Haven. Applications must 
be filed 2 weeks prior to examination. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 52 
Whitney Ave., New Haven 10. 
DELAWARE 
Examinations January 10-12. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 
ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
interdent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations January 10 
at the Capitol Bldg. Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 
KANSAS 
Examinations February 16-18 at To- 
peka. Address Forrest H. Kendall, D.O., 
secretary, Board of Osteopathic Exami- 
nation and Registration, 420% Pennsyl- 
vania Ave., Holton. 
MASSACHUSETTS 
Examinations January 10. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MICHIGAN 
Basic science examinations February 
10-11 at Detroit and Ann Arbor. Appli- 
cations must be filed prior to February 
1. Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, 116 Mason Bldg., Lansing. 


MINNESOTA 
Eugene C. Herzog, Brainerd, has been 
reappointed to the Board of Osteopathic 
Examiners for a term of 5 years. 


MONTANA 
Examinations March 6. Address Asa 
Willard, D.O., secretary, Board of Os- 
teopathic Examiners, Wilma Bldg., Mis- 
soula. 


NEBRASKA 
Basic science examinations January 10- 
11. Applications must be filed 15 days 
prior to examination. Address Mr. 
Husted K. Watson, Director, Bureau 
of Examining Boards, Department of 
Health, State Capitol Bldg., Lincoln 9. 


NEVADA 

Professional examinations January 27 
at 210 W. Second St., Reno. Applica- 
tions must be filed by January 13. Ad- 
dress Walter J. Walker, D.O., secretary, 
Board of Osteopathic Examiners, 210 W. 
Second St., Reno. 

Basic science examinations January 3. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


A wound is as strong as the connective 
tissue that holds it together...and the max- 
imum strength of a wound is reached more 
rapidly when the diet contains liberal 
amounts of protein for growth of connective 
tissue. * 

Cheese, long recognized as an excellent 
and concentrated source of easily-digested 
milk protein, simultaneously provides gener- 
ous amounts of calcium, phosphorus and 
other nutritionally important minerals and 
vitamins, 

Cheese is likewise indicated for its high 
. protein value in the geriatric diet? and when- 
ever low tissue protein stores are suspected, 
not only in poorly healing wounds but also 
in patients with bed sores, chronic bullous 
diseases, atopic dermatitis, and senile pruritus? 

The wide variety of Borden cheeses lends 
itself to a diversified diet—from main dishes 
based upon popular Cheddar and Swiss or 
refreshing salads with soft Cottage or Cream 
cheese—to epicurean Camembert or Lieder- 
kranz Brand that add a tangy finish to the 
meal. 

High palatability, pleasing texture and 
delicious flavor, characteristics of Borden 
cheeses, stimulate the appetite and contri- 


O,. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 41 


bute to greater eating enjoyment for both 
the convalescent and other members of the 
family. 

Manufacturers and distributors of 
BORDEN'S Instant Coffee STARLAC 
non-fat dry milk e BORDEN’S Evaporated 
Milk + Fresh Milk * Ice Cream « Cheese « 
EAGLE BRAND Sweetened Condensed 
Milk « BREMIL powdered infant food « 
MULL-SOY hypoallergenic food» BIOLAC 
infant food * DRYCO infant food * KLIM 
powdered whole milk 
1. Baborka, C. J.: Treatment by Diet, ed. 5, Phil- 
adelphia, J. B. Lippincott Company, 1948, p. 607. 
2. Sebrell, W. H., in Stieglitz, E. J.: Geriatric 
Medicine, ed. 2, Philadelphia, W. B. Saunders 
Company, 1949, p. 194. 

3. Morgan, D. B.: J. Missouri M. A. 49:896 
(Nov.) 1952. 


Company 
350 Madison Avenue, 
New York 17, N. Y. 


NEW HAMPSHIRE 
Examinations March 14-15 at Concord. 
Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
State House, Concord. 


NEW MEXICO 
Basic science examinations January 15. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 
NEW YORK 
Examinations February 7-10. Address 
John W. Paige, M.D., chief, Bureau of 
Professional Examinations and Registra- 
tions, 23 S. Pearl St., Albany 7. 
NORTH DAKOTA 
Examinations January 14 at Minot. 


Applications must be filed by December 
15. Address G. L. Hamilton, D.O., sec- 
retary, Board of Osteopathic Examiners, 
Ringo Bldg., 119 S. Main St., Minot. 

J. O. Thoreson, Mandan, has been re- 
appointed to the Board for a term expir- 
ing July 1, 1958. 


OREGON 
Reciprocity applicants will be inter- 
viewed at the regular meeting of the 
Board of Medical Examiners, January 
14-15. Address Mr. Howard I. Bobbitt, 
executive secretary, 609 Failing Bldg., 
Portland 4. 


RHODE ISLAND 
Professional examinations January 5- 
6. Address Mr. Thomas B. Casey, Ad- 
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can vascular accidents be avoided 


WISCONSIN 


at Madison. Address Thomas W. ‘or- 
mey, Jr., M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., 1 West 
Wilson St., Madison. 


WYOMING 

Examinations February 6 at Cheyenne. 
Address Franklin D. Yoder, M.D., <ec- 
retary, Board of Medical Examiners, 
New State Office Bldg., Cheyenne. 


REREGISTRATION OF OSTEOPATH ic 
LICENSES 


December 31—Tennessee, $5.00. 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for Os- 
teopathic Physicians, 1226 Highland, 
Jackson. 


Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


January 1—California, $20.00 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 


January 1—Florida, $5.00. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, 1500 Eighth 
Ave., Palmetto. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Square, Dover-Fox- 
croft. 


January 1—Manitoba, $5.00. Address 
W. Kurth, D.O., secretary, Board of Os- 
teopathic Physicians, 248 Moorgate Blvd., 
Deer Lodge, Winnipeg. 


January 1—New York, $5.00, biennial- 
ly. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 


ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations February 
15-16 in Room 366, State Office Bldg., 
Providence. Applications must he filed 
by January 26. Address Mr. Casey. 


SOUTH DAKOTA 
Professional examinations January 17- 
18 at Sioux Falls. Address Mr. John 
C. Foster, executive secretary, Board 
of Medical and Osteopathic Examiners, 
Room 300, First National Bank Bldg., 
Sioux Falls. 


TENNESSEE 
Examinations February 8 at Nashville. 
Applications must be filed by January 15. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 


for Osteopathic Physicians, 1226 High- 
land, Jackson. 


VERMONT 


Examinations January 25-26 at the 
State House, Montpelier. Applications 
must be filed by January 15. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 

Professional examinations in January. 
Address Mr. Edward C. Dohm, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 

Basic science examinations in January. 
Applications must be filed 30 days prior 
to examination. Address Mr. Dohm. 


secretary, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 


January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 


January 1—Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mr- 
Katherine M. Wollet, acting secretar:, 
Board of Osteopathic Examiners, B»- 
reau of Professional Licensing, Harr’ -- 
burg. 


January 1—Texas, $5.00. Address \'. 
H. Crabb, M.D., secretary, Board «° 
Medical Examiners, 1714 Medical Ar’: 
Bldg., Fort Worth 2. 


January 1—Utah, $3.00. Address Ali ° 
E. Houghton, D.O., secretary, Oste: 
pathic Examining Board, 600 Zion’s Sa‘ - 
ings Bank Bldg., Salt Lake City 1. 
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January—Alberta. No registration. Pay 


$10.00 a year membership in the College 
of Physicians and Surgeons, Alberta, in 
January. 

During January—Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 


During January—Minnesota, $2.00. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
274% Hennepin Ave., Minneapolis 8. 


during January—Wisconsin, $3.00. Ad- 
dre-s Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson St., 
Madison. 


January 31—British Columbia, amount 
of ‘ee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of 2ritish Columbia. Address Lynn Gunn, 
M.1)., Registrar, College of Physicians 
and Surgeons of British Columbia, 1807 
W. 10th Ave., Vancouver 9. 


Before February 1—Vermont, $3.00 
for residents, $2.00 for nonresidents. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Before March 1—Colorado, $2.00 if 
legal resident of Colorado; $10.00 if not 
legal resident of Colorado. Address Mrs. 
Beulah H. Hudgens, executive secretary, 
Board of Medical Examiners, 831 Re- 
public Bldg., Denver 2. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 


Examinations in Part 1 consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 


Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia med- 
Ica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of 
the Board and by a panel of associate 
examiners, Subjects covered in Part III 


prompt drop 
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the most potent safe combination therapy... 


to bring high, fixed : 
blood pressure down 


When you prescribe Rauvera, its prompt and 
potent, yet smooth tranquillizing and hypotensive 
action allows you to manage successfully many of 
your patients with fixed hypertension (grades II 
and III) and high diastolic pressures. ' 


Rauvera represents the safest hypotensive combina- 
tion therapy because the additive if not synergistic 
action of purified combined Rauwolfia alkaloids 
(alseroxylon) with a lower dosage of the alkavervir 
fraction of Veratrum viride (biologically standard- 
ized for hypotensive action) produces considerably 
less side effects than when alkavervir is used alone. 
Rauvera never causes postural dizziness because it 
does not contain ganglionic blocking agents. 


Each tablet contains 1 mg. of purified Rauwolfia 
alkaloids (alseroxylon fraction) plus 3 mg. of bio- 
logically standardized Veratrum viride alkaloids 
(alkavervir). 


Dosage: 1 tablet 3 to 4 times daily, after meals, at 
intervals of not less than 4 hours. 


RAUVERA® 


the safest combination 
for hypotensive therapy 


Smith-Dorsey * Lincoln, Nebraska 
A Division of The Wander Company 


are anatomy; physiology; pathology; 
osteopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

Part III examinations will be given at 
Philadelphia, March 3-4, at Kirksville, 
Mo., March 10-11, and at Los Angeles, 
March 24-25. Applications must be filed 
by January 1. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the above-named colleges. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to: July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days. 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 
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Proctologic 


a demonstration of 

the 12 treatment positions © 
EXCLUSIVE with the 
RITTER UNIVERSAL TABLE? 


The Supreme flexibility of the Ritter 
Multi-level Table meets every position- 
ing requirement... regardless of patient 
condition, size or age. This motor- 
elevated table makes your treatment 
es hours easier, you see more patients with 
less efforts. Your Ritter Dealer repre- 
sentative is qualified to give you a com- 
plete demonstration of how the Ritter 
Universal Table can be of greatest 
value in your practice. Call him now, 
or write 3912 the Ritter Company, Inc., 
. | 397 Ritter Park, Rochester 3, N.Y. 


Varicose Veins 


Reverse Trendelenburg 
Pediatric—Child 


Have you seen 


SUMMER ACCIDENT HAZARDS* 


The accident death toll in the United 
States is somewhat greater in the sum- 
mer than at any other season of the year. 
Of the fatal injuries sustained in 1950- 
1952, 27 percent occurred during the 
summer (June through August), com- 
pared with 25 percent in the autumn and 
with 24 percent in the winter and the 
spring. While the seasonal peak is small, 
it nevertheless accounts for an appre- 
ciable excess in the actual number of 
deaths. In an average year, there are 
about 3,000 more deaths from accidents 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June, 


in the summer than in the spring. This 
heavier loss of life reflects largely the 
increased mortality resulting from out- 
door recreation and sports, from most 
types of transportation, and from outdoor 
occupational activities. 

Drownings account for a considerable 
part of the excess mortality from acci- 
dents in the summer. Of the more 
than 5,000 deaths a year from drowning 
in the United States, over one half occur 
in the three months June through Au- 
gust, a higher seasonal concentration 
than for any other cause of accidental 
death. Similarly, fatal injuries resulting 
from water transportation have their 
peak incidence in the summer, with two 
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fifths of the deaths occurring in this 
season. Most of the deaths sustained in 
such accidents involve the use of small 
boats, and add to the toll of drownings, 
The other means of transportation, ex- 
cept motor vehicles, also cause more 
deaths in the summer than at other times 
of the year, but their seasonal peak is 
less pronounced. 

Fatal injuries from machinery acci- 
dents increase substantially in the sum- 
mer; in 1950-1952, 30 percent of these 
fatal injuries took place from June 
through August. The seasonal pea’: for 
machinery accidents reflects in large 
measure the increase in farm activities, 
with tractors and other power equipment 
contributing appreciably to the toll. The 
increased summer incidence of deaths 
from electric current is likewise due 
largely to occupational hazards. To com- 
plete the list of special summer hazards, 
mention should be made of lightning; 
although it is responsible for only about 
200 deaths a year, approximately three 
fourths of them occur during the sum- 
mer. 

While motor vehicle accidents do not 
reach their maximum until the autumn, 
they far outrank every other cause of 
accidental death in the summer, as they 
do at all other times of the year. Actual- 
ly, the summer toll is only slightly less 
than thé autumn’s; in 1950-1952 the pro- 
portion of deaths in the two seasons was 
26 and 28 percent, respectively. The 
great volume of travel adds considerably 
to the death toll during the vacation 
season. It is noteworthy that the sum- 
mer rise in fatal motor vehicle injuries 
is due entirely to nonpedestrian accidents, 
that is, mishaps involving collisions be- 
tween automobiles, and vehicles overturn- 
ing on the road, hitting a tree, or run- 
ning into some other fixed object. The 
number of fatalities among pedestrians 
actually declines to a minimum in the 
period from June through August. 

Falls rank second to motor vehicles as 
a cause of accidental death in the sum- 
mer, not because fatal falls vary appre- 
ciably with the season, but because they 
have a relatively high incidence through- 
out the year. In 1950-1952, accidental 
falls in the United States. took more 
than one and one half times as many 
lives as drowning (including those in 
water transportation) from June through 
August. Several types of falls, such as 
falls out of windows and off roofs and 
trees, as well as diving accidents (which 
are classified with falls), have a summer 
peak. 

It is a grim fact that accidents in our 
country take about 25,000 lives each sim- 
mer, a large proportion of which are lost 
because of negligence or recklessness. 
The toll from water sports, particularly 
among teen-agers, would be reduced if 
the ability to swim were made a part of 
the child’s general training, and if swim- 
mers would not attempt feats beyond 
their strength. Even more important than 
the special seasonal hazards is the motor 
vehicle accident problem. One of thie 
disturbing aspects of this problem is the 
complacency with which the American 
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people, season after season, year after 
year, accept the slaughter on our streets 
and highways. A countrywide effort is 
being made to arouse the nation to effec- 
tive action through the “Slow Down and 
Live” program sponsored by the Na- 
tional Conference of State Safety Co- 
ordinators. This program merits our 
active support. 


SERVICES TO CRIPPLED CHILDREN, 
1935-55* 
Edward Davens, M.D. 
Chief, Bureau of Preventive Medicine 
Maryland State Department of Health 

The following review of developments 
in the care of handicapped children dur- 
ing the past 20 years has been compiled 
from comments of directors of State 
crippled children’s programs in various 
parts of the country. A request to all 
State directors for a “few paragraphs” 
on what they would like to see empha- 
sized in an article brought 25 replies. 

These comments were impressive in re- 
vealing the quality of the directors’ ideas, 
their obvious concern for extension and 
improvement of total care of handicapped 
children, and an indication of nationwide 
ferment toward better integration of 
services. The feeling that crippled chil- 
dren’s programs are still in a stage of 
dynamic growth came through very 
strongly. Undoubtedly the programs are 
riddled with unsolved problems and glar- 
ing omissions. Nevertheless the commu- 
nications from the States provoke a thrill 
of pride at the vigor and vision with 
which these are being attacked. 

Many of the letters pointed out that 
some State crippled children’s programs 
preceded the passage of the Social Se- 
curity Act, in a few instances by many 
years. All, however, acknowledged that 
the act gave “tremendous impetus to the 
broader development of services for chil- 
dren, particularly in rural areas,” through 
its three-way partnership arrangement in- 
volving local, State, and Federal govern- 
ments. 

Twenty years ago the purpose of the 
program was set forth in the Social Se- 
curity Act, title V, part 2, section 511, as 
follows: 

. . enabling each State to extend 
and improve (especially in rural areas 
and in areas suffering from severe eco- 
nomic distress) as far as practicable un- 
der the conditions in such State, services 
for locating crippled children and for 
providing medical, surgical, corrective, 
and other services and care, and facilities 
for diagnosis, hospitalization, and after- 


*Reprinted from Children, July-August, 1955. 
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rapid acting... deeply penetrating... 


topical anesthesia 


© Xylocaine Ointment (a new form of the : 
widely accepted Xylocaine) is an unusually a 
effective topical anesthetic free of irritating, a 


sensitizing or toxic reactions. = 


wiih _ fo prevent pain or discomfort during 


also available in wide-mouth jars) each 


XYLOCAINE’ OINTMENT astra 
(Brand of fideccine*) 

Xylocaine Ointment is now made available at the request 
of many physicions, surgeons, and anesthesiologists 
who rovtinely use Xylocoine 

‘Astra Pharmaceutical Products, Inc. 
Worcester 6, Mass., U.S.A. 


® Controls pain, itching and burning 
sensations, May also be applied 


examination and instrumentation. 


® Available in a nonstaining, water 
soluble vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes (5% 


containing 35 grams (approx. 1.25 ounces). 


care, for children who are crippled or 
who are suffering from conditions which 
lead to crippling .. .” 

While the Federal Government has in- 
creased its share of the expenditures for 
crippled children’s services threefold 
since 1940, when it spent $3,700,000 on 
the program, State and local govern- 
ments have in the same period increased 
their contributions sixfold—from $5,600,- 
000 in 1940 to $29,800,000 in 1954. How- 
ever, approximately 40 percent of the 
State and local share in 1954 was raised 
and spent in only four States. Some 
States, with comparatively low incomes, 
appropriate very little more than the 
amount necessary to match the Federal 
dollars, while one or two are not putting 


up enough to draw the full amount of 
Federal aid due them. 


BASIC PHILOSOPHY 


Any program of medical services for 
crippled children needs guideposts to 
point direction and goals. These vary 
somewhat from State to State but on the 
whole derive from an underlying philoso- 
phy which may be stated in four basic 
principles : 

1. The program has a humanitarian 
basis growing out of a normal concern 
for the well-being and happiness of chil- 
dren. This is widely recognized and ac- 
cepted. Less well understood is the tre- 
mendous economic saving to the State in 
dollars and cents associated with trans- 
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Lotest data on Cffectiveness 
of Furadantin’ 


brand of nitrofurantoin, Eaton 


Investigators: 


Flippin, H. F.; and 
Eisenberg, G. M.: 
Antimicrobial Therapy in 
Medical Practice, 
Philadelphia, F. A. Davis 
Co., 1955, p. 40. 


Trafton, H. M., et al.: 
New England J. Med. 
252: 383, 1955. 


Beutner, E. H., et al.: 
Antibiotics Annual, 
1954-1955, New York 
Medical Encyclopedia, Inc., 
1955, p. 988. 
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Hasen, H. B., and 
Moore, T. D.: 
J.A.M.A. 155: 1470, 1954. 


Bove 


Dosage: Average adult—four 100 mg. tablets 
daily, 1 tablet with each meal and 1 with food 


or milk on retiring. 


Furadantin tablets, 50 and 100 mg., bottles of 
25 and 100. Furadantin Oral Suspension (5 mg. 


per cc.), bottle of 4 fl.oz. (118 ec.). 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Dn PRODUCTS OF EATON RESEARCH 


Clinical studies demonstrate 
rapid response in cystitis and 
pyelonephritis, including 
refractory infections. 


13 acute cases: 6 appeared cured, 
6 markedly improved, no relapses. 


36 chronic cases: 30 symptomatic 
improvement, often in 24 hours. 


Furadantin eradicated 29 strains 
(62%) of 47 isolated from 30 
chronic infections. 


Acute infections: 95.7% of patients 
benefited. Chronic infections 

and organic or obstructive lesions: 
82% benefited. 


EATON LABORATORIES 
NORWICH e NEW YORK 


formation of potentially lifelong handi- 
capped, dependent, unemployed persons to 
useful citizens. Increase in manpower re- 
sources and the consequent gain in na- 
tional security is an additional considera- 
tion. 

2. Primary emphasis should be directed 
toward application of the increasing num- 
bers of preventive measures which medi- 
cal science is providing. Programs for 
crippled children should never be allowed 
to become mere salvage operations to 
patch up disabilities which need never 
have occurred. 

3. Every service needed for the total 
medical care and rehabilitation of the 
crippled child should be employed. All 
available private resources should be 


utilized and the balance financed from 
public funds. Continuing effort should be 
made to encourage individual initiative 
and the assumption by parents, within 
their ability, of responsibility for the care 
of the handicapped child. . 

4. The effectiveness of a State crippled 
children’s program depends upon the de- 
gree to which its activities are correlated 
and integrated with the medical and al- 
lied professional groups, medical schools, 
hospitals, voluntary health agencies, and 
various social and educational agencies 
in the State and local community. A pro- 
gram is not and cannot be made a self- 
contained unit. 

In applying these principles it must be 
remembered, as Eliot’ has recently re- 
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minded us, “that physically handicapped 
children are particularly exposed to dis. 
crimination, isolation, and rejection b\ the 
community and even sometimes by their 
own families.” Said Dr. Eliot: 

“We know only too well that any ciild 
who is rejected or who feels himself (e- 
serted by his family will find the road to 
a healthy personality a most difficult one. 

“Handicapped children then, even mre 
perhaps than normal children, need ‘he 
bulwark of family trust, affection, c- 
ceptance, and support if they are to avoid 
overt aggressive behavior, even delin- 
quency, on the one hand, or the building 
of walls of defense by retreat wit)in 
themselves on the other. This place. a 
great burden upon all of us who have a 
part in guiding the future development 
of this program to continue to look at 
our procedures and practices. We must 
make sure that everything is being done 
that can be done to bring complete hea|th 
to the children under care.” 


C@VERAGE AND PRIORITIES 


The most consistent trend nationally, 
as revealed in the letters from the State 
directors, has been the broadening of the 
definition of a crippling condition. Dur- 
ing the early years of the program most 
States concentrated on providing services 
for orthopedic handicaps in conformity 
with the then current definition of the 
term “crippled.” Disabilities amenable to 
plastic surgery such as cleft lip and 
palate were soon added. About 1941 sev- 
eral States, stimulated by Federal funds 
for “special projects,” began to set up 
demonstration programs for children 
with rheumatic fever, rheumatic heart 
disease, and hearing impairment. 

Then cerebral palsy, previously includ- 
ed under orthopedic conditions, began to 
receive special attention in several States, 
which developed projects designed to 
further integrate medical and educational 
services by providing physical, occupa- 
tional, and speech therapy and medical, 
psychological, and social supervision si- 
multaneously with the education of the 
child. 

Recently this integrating trend has ac- 
celerated and has been extended to a host 
of new handicapping conditions. In addi- 
tion to those already mentioned conditions 
receiving special attention in State pro- 
grams today are sight conservation as 
well as eye disorders amenable to sur- 
gery, speech disabilities of all types with 
the point of reference being “communica- 
tive dysfunction,” congenital heart dis- 
ease, epilepsy, nephrosis and nephritis, 
diabetes, asthma, severe orthodontic de- 
fects, and even the clinical aspects o/ 
specific reading disability. 

These trends have been accompanied 
by concern over what one State director 
described as “the emotional factors in 
volved in not only the impact of sudden 
disability and the disturbance of norma! 
growth and development of the person- 
ality by congenital or early disability, bu’ 
also the physical expression of emotiona! 
disturbances which require careful and 
complete evaluation.” As an example o: 
the latter he cited efforts toward the de- 
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tection of functionally deaf or hard-of- 
hearing children. 

Practically all of the responding State 
directors stressed the insufficiency of ap- 
propriations to meet the needs of at least 
some types of conditions. One program 
director pointed out that “not only has 
the cost of medical care per individual 
unit gone up tremendously within the 
past decade but furthermore the amount 
of medical care per person has also in- 
creased so that at the present time we are 
faced with a serious problem in meeting 
the financial cost for such improved 
care.” 

As a matter of fact, funds, personnel, 
and facilities for crippled children’s serv- 
ices will probably always be limited in 
relation to actual need. This means that 
program directors, staffs, and advisory 
groups must think about spending avail- 
able funds in a way to achieve the great- 
est benefit for the largest number of chil- 
dren at the least cost. In developing a 
balanced array of services, increasing at- 
tention is being given to priorities of 
emphasis stemming from sound _ public- 
health criteria rather than from senti- 
ment. Basic criteria are :* 

1. The number of children affected. 

2. The severity or potential severity of 
the handicap. 

3. The amenability of the handicap to 
medical therapy and preventive measures. 

4. The likelihood of the child’s becom- 
ing, if untreated, dependent, unemploy- 
able, and a permanent public responsi- 
bility. 

5. The unfavorable effect of the handi- 
cap on the emotional, economic, and so- 
cial status of the child and his family. 

6. The extent of interference with sat- 
isfactory progress in school and future 
employment. 

7. The cost per child to secure maxi- 
mum _ benefit. 

8. The progressiveness of the condi- 
tion. 

9. The availability of special personnel 
and facilities for treatment. 


STANDARDS AND DISTRIBUTION 


Undoubtedly the most significant and 
enduring contribution of the State crip- 
pled children’s programs has been the 
way they have carried the torch for high 
standards of medical care. 

For the past two decades the persistent 
insistence on a high quality of care has 
been notable. It has paid off large divi- 
dends in terms of qualifications of pro- 
fessional personnel; high standards of 
facilities used; and organizatien of serv- 
ices so that children can be moved freely 
from rural areas to medical centers and 
back, from hospitals to long-term institu- 
tions, from hospitals to their homes with 
all of the needed resources and services 
available to them at each point. 

The concept of total care provided in 
orderly continuity and directed to the 
whole child within the family unit is a 
brilliant achievement. The development 
of administrative operations with suffi- 
cient flexibility to carry it out is an 
equally important accomplishment. 
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A large part of the credit for these 
achievements should go to the orthopedic 
statesmen who had the vision and drive 
to insist on high standards back in 1935 
and before. History will also surely chalk 
up several points on this score for the 
Federal Children’s Bureau. As one State 
director put it, “Children’s Bureau con- 
sultative service to the States has pro- 
moted establishment and maintenance of 
standards of medical care and has indoc- 
trinated State staffs in new and broader 
concepts of care of children.” 

In this connection another significant 
result has been the tendency of private 
agencies to adopt the standards of care 
set by State agencies for both treatment 
facilities and personnel. 


Of first importance in the elevation 
of standards and in the development of 
new programs has been the use of a por- 
tion of the Federal grants for providing 
opportunities for special training. Federal 
money has been used to support courses 
in pediatric nursing, cleft-palate surgery, 
audiology, the care and treatment of epi- 
leptic or rheumatic-fever patients, and 
various aspects of physical therapy, as 
well as to provide for medical social 
work field practice in agencies for crip- 
pled children. 

One of the outstanding characteristics 
of medical practice in the past 50 years 
has been the trend towards specialization 
and urbanization with a consequent mal- 
distribution of personnel and _ facilities, 
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especially for complex diagnostic prob- 
lems and long-term care. Medical spe- 
cialists, diagnostic facilities, laboratories, 
and the other impedimenta of modern 
medicine have congregated in large metro- 
politan centers resulting in a geographic 
roadblock for the crippled child who lives 
in a rural section. 

“One very certain value of crippled 
children’s services has been their ability 
to reach children in rural areas who 
otherwise would be neglected,” was but 
one of a number of such comments from 
the program directors. Nevertheless, the 


inherent difficulties imposed by long dis- 
tances in providing complete and continu- 
ous care. continue to be formidable. Said 
one comment from the West: 


“Many of our children are 400 miles 
away from the closest center. If your 
children in Baltimore had to travel half- 
way to Chicago for treatment, you would 
get some idea of what we,are up against. 
The problem of followup from the center 
is difficult and we are finding that most 
of our followup must be done through 
public-health nurses who have received 
in-service training in this field. The prob- 
lem of distance in the Western States 
has never been satisfactorily solved. The 
travel costs for the State board of health 
personnel are very large and the time 
consumed cuts down on the efficiency. 
Since we have no medical school in the 
State, we use several out-of-State for 
postgraduate training.” 
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Some States are attacking this problem 
through the establishment of regional 
and district offices. 


INTERPROFESSIONAL APPROACH 
Nearly all of the communications from 
the States produced emphatic evidence 
that the team approach is perhaps the 
dominant trend at the moment in organi- 
zation of services. 

State after State described plans for 
bringing together a group of specialists 
to work as a team in a crippled children’s 
clinic or center. More and more we find 
a pattern in which a medical specialist, 
such as an orthopedist, and the pediatri- 
cian, medical social worker, public-health 
nurse, and physical therapist work to- 
gether to evaluate the problem and for- 
mulate a plan of continuous care. In 
many instances a special educator, either 
in person or through appropriate com- 
munication, becomes a member of the 
team. For older children the vocational 
counselor from the State Vocational Re- 
habilitation Service joins in the task of 
making a long-range plan. 

The postclinic conference is rapidly be- 
coming a popular and effective way of 
reaching a deeper understanding of all 
the problems imposed by the disability 
and helping parents to plan to use all 
community resources in their solution. 

As community mental-health organiza- 
tions and child-guidance clinics increase 
in number, a close relationship is being 
established with them by crippled chil- 
dren’s centers and clinics. Thus they can 
bring the skills of a team of psychiatrist, 
clinical psychologist, and psychiatric so- 
cial worker to bear on the problems of 
those crippled children in whom difficulty 
in accepting needed treatment or exces- 
sive emotional disturbance compounds 
the underlying problem of physical handi- 
cap. 

In the case of the subtle and complex 
problems associated with hearing impair- 
ment and speech disorders, the ball is 
now usually being carried by a skilled 
and smoothly functioning trio of otolaryn- 
gologist, clinical audiologist, and speech 
therapist, who work closely with the pedi- 
atrician, the public health nurse, and the 
medical social worker. 

The field of sight conservation still 
seems to be lagging behind this trend. 
Better teamwork needs to be worked out 
between opthalmologist and optometrist 
before the great bulk of the difficulties 
can be overcome, especially in rural 
areas. 

Many of the directors’ letters expressed 
great enthusiasm for the new approach to 
total care of infants with cleft lip and 
palate. Nearly half the program direc- 
tors referred to the development of an 
integrated cleft-palate clinic. One rather 
detailed comment illustrates how far 
interprofessional collaboration has ad- 
vanced : 

“The speech pathologist begins counsel- 
ing the parents of the cleft lip and/or 
palate child at the time of the first appli- 
cation to the Crippled Children’s Divi- 
sion. He sees the parents on the same 
day that the child is examined by the 
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plastic surgeon, which is usually the day 
before hospitalization for the primary 
closure, with the emphasis usually being 
on the problem of the child’s future 
speech. Contact is then made by the Di- 
vision’s medical social consultant and the 
on- going care begins. 

“At the age of about 4 years, the child 
is sent to the university dental school for 
dental X-rays, head plates, and wrist 
films, at which time molds of the mouth 
are also made. At this time the child is also 
see by a pedodontist. By then the speech 
pathologist has made his evaluation, the 
medical social consultant has followed the 
case closely, and the plastic surgeon has 
seen the child yearly to suggest any op- 
erative procedures that may improve the 
cosmetic effect. 

“After the age of 5 years the child, 
accompanied by his parents, is examined 
by the plastic surgeon, speech pathologist, 
representatives of the dental school who 
had performed the original examination, 
plus an orthodontist and prosthodontist 
from private practice. A pediatric ex- 
amination is given and after each special- 
ist has had an opportunity to study the 
patient’s history, examine the patient, and 
review the dental films and molds, a case 
conference is held at which time the 
orthodontist, prosthodontist, plastic sur- 
geon, pediatrician, nursing consultant, and 
social worker discuss with the speech 
pathologist any method at the disposal of 
the respective specialist which may im- 
prove the child’s speech. There is a free 
flow of ideas among all of the specialists 
to determine what surgery, orthodontia, 
or prosthodontia may be necessary to 
give a good cosmetic effect and normal 
alinement of the teeth, as well as any 
type of device which will improve the 
child’s speech. 

“For the next 15 years the parents are 
instructed from time to time by the medi- 
cal social worker on how best to coordi- 
nate all the services. The nursing con- 
sultant sends the composite data to the 
public-health nurse in the child’s own 
community. She then coordinates the fol- 
lowup care and urges the family to get 
all necessary work done so that the or- 
thodontist and prosthodontist may prop- 
erly carry out their function.” 


ACCENT ON PREVENTION 

The people who wrote Title V of the 
Social Security Act back in 1935 had the 
vision to see the great importance of ap- 
plying the principle that an ounce of pre- 
vention is worth a pound of cure. This 
idea is incorporated in this section of the 
act by the wording “or who are suffering 
from conditions which lead to crippling.” 

In the early years of the program rela- 
tively little attention was paid to preven- 
tive possibilities possibly because of the 
preoccupation with taking care of the 
backlog of severely handicapped children. 
Even in 1955 much remains to be done 
in putting into day-by-day practice the 
close relationship which should exist be- 
tween maternity, infant, and preschool, 
and school health programs on the one 
hand and crippled children’s programs on 
the other. 
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In recent years, much more attention 
has been focused on the preventive as- 
pects of crippling, partly because of stim- 
ulation from the Children’s Bureau 
through a variety of “special projects.” 
The concept of different levels of preven- 
tion is now widely accepted. “Primary” 
prevention for example would be pas- 
teurization of milk to reduce the possi- 
bility of bone tuberculosis; smallpox, 
diphtheria, and other active immuniza- 


tions to prevent various disabilities; the 


provision of cod-liver oil to avoid rickets; 
and a host of other procedures. “Second- 
ary” prevention refers to the planned and 
systematic application of early case-find- 
ing techniques, prompt and definitive 
diagnosis, and arrangement for treatment 
and meticulous followup so that the “con- 


dition which leads to crippling” is taken 
care of before handicap results or be- 
comes severe. Early diagnosis and care 
of rheumatic heart disease and hearing 
impairment are typical examples of this 
approach. Such preventive efforts require 
careful organization of services, constant 
effort to follow through each case, and 
close and cordial collaboration between 
the crippled children’s program and the 
maternal and child-health and_ school 
health programs, voluntary health serv- 
ices, medical schools and teaching hospi- 
tals, and other community services. 
Perhaps the greatest challenge facing 
crippled children’s programs at this time 
is subtle, sustained, and complex coopera- 
tive community action needed to realize 
fully the goal of “secondary prevention.” 
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One of the most exciting recent de- 
velopments has been the improved ap- 
proach to upper- and lower-limb prosthe- 
sis, resulting from research spearheaded 
by the National Research Council! and 
characteristically based on the team ap- 
proach of orthopedist, physical therapist, 
and prosthetist. 

Other exciting examples could be add- 
ed to this list. But there is also another 
side of the coin, for sometimes the 
wonder drugs and improved methods of 
obstetrics and care of premature infants 
result in the survival of severely disabled 
infants. Nearly all program directors ex- 
pressed concern about the increasing 
numbers of children in the categories re- 
quiring custodial care or institutional 
type of habilitation service. The solution 
to this problem would seem to he a 
“must” for the next decade. 


THE IDEAL PROGRAM 


Of necessity this cursory survey has 
simply highlighted certain significant ad- 
vances. Crippled children’s services still 
have far to go to reach the goal intended 
in the basic enabling legislation. Current- 
ly the Child Health Committee of the 
American Public Health Association is 
developing a number of “Statements on 
Recommended Practices in Programs for 
Crippled Children.” When published 
these will be helpful in crystallizing cur- 
rent thinking on the best approach to the 
several types of handicaps. 

Meanwhile Kobes* has recently offered 
us a definition of what a program should 
be: 

“An ideal crippled children’s program 
is one which has the broadest possible 
range of high-quality medical care and 
related services available to meet the 
needs of children who have a broad spec- 
trum of medical diagnoses. These medical 
categories should perforce be those which 
are characterized by long duration of the 
effects of the handicapping condition and 
thereby cause an undue amount of drain 
on the family’s energies and economic 
resources. Adequate payments should be 
made to all who render services, whether 
they be full-time staff members or part- 
time consultants giving clinical services. 


NEW TREATMENT METHODS 
State crippled children’s programs have 
been responsive to the many new discov- 
eries in medical diagnosis and treatment 
which have become available. 


Rickets as a cause of crippling was 
already on the way out in 1935. Improved 
case-finding procedures and _ additional 
treatment facilities as well as pasteuriza- 
tion of milk and new antibiotics have 
dramatically reduced bone tuberculosis. 
Chemotherapy and antibiotics have also 
greatly reduced both the number and the 
severity of cases of osteomyelitis, an in- 
flammation of the bone marrow. The 
new Salk vaccine promises to control 
poliomyelitis. 


In the field of childhood cardiac dis- 
ability the advent of sulfadiazine and 


penicillin have made possible the control 
of rheumatic heart disease, while the de- 
velopment of remarkable new operative 
techniques have opened the way to habili- 
tation of over half of the cases of con- 
genital heart disease. 

During World War II many remark- 
able new ideas and procedures were de- 
veloped which have boosted the whole 
field of rehabilitation. One of the most 
remarkable examples is the creation of a 
new medical specialty, clinical audiology, 
which has practically revolutionized pre- 
vious thinking about “deaf” children and 
made it possible to provide auxiliary 
methods of communication to nearly all 
youngsters with impaired hearing for 
whom treatment is started early enough 
and maintained with the necessary in- 
tensity. 


All families should make payments to- 
ward the cost of care within their ability 
to pay. All personnel should meet the 
highest possible standards of professional 
ability and performance. The health and 
medical-care services needed to obtain the 
best clinical results for each child should 
be made available, and the social, emo- 
tional, educational, and vocational-train- 
ing aspects of each child’s needs should 
also be the concern of those who have 
the responsibility of administering tlie 
State’s crippled children’s program. 
Whenever it is necessary to do so to in- 
sure a wide range of capable services, 
the State should provide training pro- 
grams to help fill any gaps which may 
be present. Existing resources should be 
used to the fullest extent and without 
duplication of services. They should be 
improved whenever necessary to meet the 
most desirable standards of care, and 
only when existing resources are defi- 
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nitely proved to be lacking should com- 
pletely new facilities be constructed. 
There needs to be sharing of resources 
among communities, even to the extent 
of working out interstate arrangements 
when it seems undesirable to make avail- 
able for one State a service which may 
be used but rarely. Only when we know 
that we have a program which will bring 
the maximum number of physically 
handicapped children into our society as 
useful, productive members can we feel 
that our job is nearing its highest level 
of success and accomplishment.” 
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MEDICAL EDUCATION IN 
TRANSITION* 


Julius B. Richmond, M.D., 
Professor and Chairman, Department of Pedi- 
atrics, State University of New York, College 
of Medicine, Syracuse 


Medical education is in transition. Dr. 
George Berry, dean of the Harvard 
Medical School, has described this transi- 
tion succinctly as a shift from an em- 
phasis on the “patient as a disease” to 
the “patient as a human being.”’ Dr. 
Alan Gregg, vice president of the Rock- 
efeller Foundation, quoting an old French 
aphorism, has called this a rediscovery 
of the fact that “there are no diseases; 


there are only sick people.’’” 

That considerable dissatisfaction ex- 
isted with medical education on the part 
of medical educators and the consumers 
of medical care by the end of World 
War II has been abundantly demon- 
strated by the subsequent introduction 
of many changes in the educational 
process. Some of these changes will be 
outlined further on in this article. They 
came about in response to a need for 
new perspectives in medical education 
which may be understood best, perhaps, 
in the light of the historical development 
of the modern medical school. 

As we know it today the medical 
school is a relatively new institution. At 
the turn of the century the major part 
of medical education was provided by 
numerous proprietary schools scattered 
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throughout the country. Although the 
trend toward a 4-year curriculum was 
already underway, the publication of the 
Flexner report® in 1910 accelerated the 
movement. Consequently, many schools 
were brought into the fold of universi- 
ties, a standardizing agency—the Coun- 
cil on Medical Education of the Ameri- 
can Medical Association—came_ into 
being, and the proprietary schools grad- 
ually disappeared. The licensing boards 
of the various States also sped up this 
trend. 

Along with the building up of the 4- 
year curriculum rapid advances in the 
biological and medical sciences were tak- 
ing place. Accepting their full responsi- 
bilities to society and to their university 
identification, medical schools not only 
carried out their teaching functions, but 


also turned themselves into strong re- 
search centers. The developments which 
emerged are now common knowledge. 
The prolongation of life, the reductions 
in maternal and infant mortality, the de- 
cline of child mortality from infectious 
and nutritional disorders are but part of 
the rich harvest of this era. 

Because of the relatively uneven de- 
velopment of medical schools, the first 
half of the 20th century was character- 
ized by an emphasis on raising standards 
and incorporating new scientific knowl- 
edge within the 4-year curriculum. The 
rapid advances in knowledge presented 
a real problem, for more content kept 
heing added to the curriculum with each 
passing year while other subject matter 
rarely was deleted. Difficult though this 
was for faculties, it was even more 
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rigorous for the student. Upon one 
point there seemed to be general agree- 
ment: medical students had attained a 
degree of technical competence never 
before achieved. 

THE CRITICISMS 


The major disruptions in medical 
education and practice associated with 
World War II and the increasing ex- 
pectations from medical practitioners on 
the part of the community stimulated 
a reevaluation of medical education. This 
brought forth the following general 
criticisms : . 

1. Teaching is too compartmentalized. 
The student is taught by groups of 
specialists, preclinical or clinical. He has 
too little opportunity to observe the pa- 
tient as a whole or to observe faculty 
members who present an approach to the 
total patient. 


2. The student is not brought into con- 
tact with patients during the first 2 years 
of the medical school curriculum. The 
strong motivation with which many stu- 
dents enter upon the study of medicine 
is therefore unexploited during the first 
2 years. 

3. Content about the impact of social 
and psychologic forces on the individual 
has generally not been adequate to pre- 
pare the student fully for a constructive 
role in the community on entering prac- 
tice. When such teaching has been at- 
tempted, it has tended to be too didactic 
to be meaningful to the student; the 
clinical setting has been used inadequate- 
ly. An opportunity for the student to 
develop a background for his own social 
thinking and insight into his own per- 
sonality development has been lacking 
generally. 

4. Insufficient emphasis has been put on 
preventive medicine and the maintenance 
of health. The doctor’s role in develop- 
ing a positive health program for our 
population should complement his con- 
cern with the study of disease. 

MEETING THE PROBLEMS 


During the past several years, medical 
schools individually and collectively have 
been attempting to deal with these prob- 
lems. The American Medical Associa- 
tion and the Association of American 
Medical Colleges have jointly sponsored 
an elaborate survey of medical education, 
which has now been completed.*® The 
American Academy of Pediatrics has 
sponsored a study of pediatric education 
followed by annual conferences on edu- 
cational problems.’ The Association of 
American Medical Colleges and the 
American Psychiatric Association have 
jointly sponsored a conference on psy- 
chiatry and medical education." The As- 
sociation of American Medical Colleges 
has supported a conference of professors 
of preventive medicine? Annual teach- 
ing institutes concerned with curriculum 
problems and teaching methods among 
the various departments of medical 
schools are currently under way. Con- 
ferences on premedical education and on 
administrative medicine have also been 
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held. The congresses on medical educa- 
tion and licensure sponsored by the 
American Medical Association and the 
annual meetings of the American Asso- 
ciation of Medical Colleges have provid- 
ed opportunities for the exchange of 
ideas on educational planning. 

Individual medical-school faculties have 
been vigorous in reorganizing and rein- 
tegrating their curricula. Thus while the 
first half of the 20th century brought 
about a traditional and relatively static 
curriculum, the second half promises to 
be one of increasing flexibility and ex- 
perimentation. However, the experimen- 
tation which is now under way is gen- 
erally characterized by a healthy ma- 
turity and skepticism. In general a real 
effort has been made to build into these 


programs opportunities for evaluation of 
their effectiveness, difficult though any 
evaluation of an educational process may 


_Lest their. be any concern about pos- 
sible Joss _in the teaching of scientific 
medicine it is important to emphasize 
that the gains which have been made in 
this area are being carefully protected. 
There is no desire to have the physician 
less well equipped scientifically than he 
has been in recent years. However, some 
of the new flexibility can be attributed in 
part to the increasing realization that 
undergraduate medical education is no 
longer the terminal education of the 
physician. Graduates generally proceed 
with at least 1 year of internship while 
increasing numbers 
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training for an additional 3 or more 
years. Thus the undergraduate medical 
curriculum is only a segment of the 
training of physicians today. It is folly, 
therefore, to add information increasing- 
ly to the curriculum without reevaluat- 
ing content with the objective of provid- 
ing the student with a body of knowledge 
which his cerebral cortex can realistically 
deal with and absorb. 


NEW PROGRAMS 

In order to attempt to prepare the 
modern physician for his social responsi- 
bilities to the community and to deepen 
his understanding of the patient as a 
person, a variety of programs are in 
progress—more than can be described in 
the space of this article. In one instance 


these efforts have involved a thorough- 
going reorganization of the curriculum 
of the medical school. In other instances 
the attempt has been to introduce new 
courses within the conventional 4-year 
curriculum. In general these programs 
may be summarized as follows: 


1. A complete reorganisation of the 
medical-school curriculum, as exemplified 
by the program at the School of Medi- 
cine of Western Reserve University. In 
this program curriculum reorganization 
has resulted in integrated teaching of the 
conventional subject matter. The faculty 
has bridged the traditional departmental 
compartments to present to the student a 
view of human biology whole. Thus 
structural, biochemical, and physiological 
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relationships are taught concomitantly 
according to an interdepartmental plan 
by faculty members without regard to 
their departmental affiliations. As a con- 
sequence of this curricular reorganiza- 
tion, considerable revision of the physi- 
cal plant of the medical school has been 
necessary, since the student studies in a 
laboratory of his own rather than in a 
sequence of departmental laboratories. 

The student early in his freshman year 
begins to work with a family, focusing 
on the care of a baby. His contact with 
the family starts in the prenatal period 
and carries through and after delivery. 
Guided by a preceptor, his relationship 
with the family continues over the 4 
years of medical school. He learns the 
role of social workers and other person- 
nel with whom the physician works in 
planning for the care of patients in the 
community. Thus an opportunity is pro- 
vided at the outset for him to develop 
relationships with patients and to utilize 
the motivation which presumably brought 
him to the medical school. 

In such a program a strong commit- 
ment on the part of the faculty to such a 
complete reorganization of curriculum 
and teaching methods is essential for suc- 
cess. Other medical schools have not yet 
undertaken such complete revision, but 
the program is being observed with con- 
siderable interest and enthusiasm by 
medical educators today. 


2. Home care programs. Several medi- 
cal schools in the United States have for 
a number of years had programs center- 
ing around the care of patients in their 
own homes. Through them students are 
provided an opportunity to see patients 
in their social and cultural settings and 
community relationships and to develop 
a greater appreciation of the problems 
associated with their medical care. 

The effectiveness of such programs is 
generally related to the time available 
and the skill and interest of the teaching 
faculty. Unfortunately because of the 
fact that students are often assigned to 
these programs for short periods of time, 
usually in the junior and senior years, 
they have little opportunity to observe 
continuity of care and to develop the 
deeper insights into patients’ problems 
which come from repeated contact. 


3. Outpatient programs designed to 
provide continuing experiences with pa- 
tients. The Cornell and Colorado Medi- 
cal Schools have attempted to assign 
fourth-year students to extended periods 
in the outpatient departments and to 
provide them with a general assortment 
of patients in order that they may have 
continuing experiences in providing com- 
prehensive care. This contrasts with the 
traditional system of rotation through 
the usual specialty clinics of the medical 
school. The student has an opportunity 
to experience the same medical problems 
which he would ordinarily see in special- 
ty clinics, but at the same time to develop 
a continuing relationship through which 
he can deepen his insights into the social, 
cultural, and personality patterns of the 
individual and the family. This type of 
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program involves considerable reorgani- 
zation of outpatient facilities and reorien- 
tation of staff. In general, additional staff 
is also desirable. 

Because of the increasing interest in 
prepayment medical plans, group prac- 
tice, and labor health plans, such settings 
are also being utilized for the teaching 
of comprehensive medical care. They 
make it possible to place a heavy empha- 
sis on preventive health services, which 
conventional outpatient facilities often do 
not provide. 

4. Family-study programs. Some medi- 
cal schools have developed programs pro- 
viding for long-term study of a sampling 
of families. Although some of these pro- 
grams have been established primarily 


for research into the medical, social, and 
psychological aspects of family life, stu- 
dents are increasingly being integrated 
into them. Many programs of this type 
provide an opportunity for exposure to 
disciplines as varied as microbiology, im- 
munology, epidemiology, cultural anthro- 
pology, social work, psychology, sociolo- 
gy, and the various medical speciaities. 
Some of them focus on providing medi- 
cal care for a specific member of the 
family. The care of well babies has been 
a popular way to give students an oppor- 
tunity to view family life and its impact 
on infant and child care. Departments of 
preventive medicine and pediatrics have 
been particularly active in supervising 
such teaching. 
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5. Programs centering around an un- 
derstanding of the medical-social prob- 
lems of the patient. In some medical 
schools the student is introduced during 
his first year to the problems which fam- 
ilies experience in obtaining and utilizing 
medical care. Some of these programs, 
as at the University of Pennsylvania 
Medical School, have continuity through 
the 4 years of the medical school; in 
other instances they are limited to a sin- 
gle year. In these programs the student 
obtains information from families con- 
cerning their medical problems, occupa- 
tional health problems, and their feelings 
about the medical care which they are 
receiving. The students’ observations 
about the family and its degree of inte- 
gration within the community are dis- 
cussed in seminars with physicians and 
social workers. In some schools sociolo- 
gists, cultural anthropologists, and psy- 
chologists have also been drawn into 
these programs. 


6. Earlier introduction of the teaching 
of psychiatry. In the last decade medical 
schools generally have introduced psy- 
chiatry into all 4 years of their curricula. 
Although in many instances such teach- 
ing in the first 2 years is didactic, it has 
nevertheless provided students with some 
knowledge of the behavioral sciences, 
thus better preparing them to deal with 
patients clinically. More effective, per- 
haps, is the utilization of a clinical set- 
ting for such teaching, a practice which 
is gradually becoming more common. In 
whatever setting, courses in psychiatry 
also help the student develop deeper in- 
sight into his own feelings and attitudes.” 


7. Courses in human development and 
human biology. Some schools have at- 
tempted to provide students with a better 
understanding of the total development 
of man through a dynamic presentation 
of human growth and development in 
physical, intellectual, psychologic, and so- 
cial terms. These courses may be didactic 
presentations which are largely interdis- 
ciplinary and interdepartmental in nature, 
or they may center around a longitudinal 
growth study program such as that of 
the Child Research Council, University 
of Colorado School of Medicine, in Den- 
ver, or in some instances around the ob- 
servation of the growth and development 
of an individual baby and family, as in 
the previously mentioned family-study 
programs. 


8. The introduction of psychology, soci- 
ology, and cultural anthropology into the 
curriculum. Many medical educators have 
felt for some time that students will 
learn more about the social, psychologi- 
cal, and cultural background of people if 
persons with highly specialized back- 
grounds in these fields are added to the 
faculties of medical schools. Therefore 
we are increasingly observing the addi- 
tion of sociologists, psychologists, and 
cultural anthropologists to medical-school 
faculties. Their roles vary considerably 
from school to school, ranging from par- 
ticipation in research projects to the con- 
ducting of individual courses. Perhaps 
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the major significance of this develop- 
ment has been the availability of these 
uniquely oriented faculty members to the 
remainder of the faculty. 

An interesting sidelight to the develop- 
ment of these programs is the interest in 
evaluating their effectiveness. Although 
in years past attempts at evaluation of 
educational processes were regarded as 
rather futile, research advances in the 
tields of sociology and psychology render 
such undertakings more feasible today. 
Current experimentation in evaluations 
seems to have a favorable effect on the 
educational processes and, hopefully, may 
provide objective measurement of wheth- 
er programs are really accomplishing 
what they have been set up to achieve. 
Evaluation processes, however, are la- 
horious and expensive and are still high- 
lv experimental. 

SOME WORDS OF CAUTION 


Although the latter half of this century 
seems destined to be marked by experi- 
‘entation in medical education, some 
words of caution are in order. It would 
he unfortunate if the idea became preva- 
lent that change in educational process 
can be accomplished by a mechanical re- 
organization of curriculum or by trans- 
planting courses which have proven ef- 
fective at other schools. In the last 
analysis, what and how a _ student is 
taught reflects the orientation of his en- 
tire faculty. The effective teaching of 
the social and psychological aspects of 
patient care is a goal for which the entire 
faculty must assume some responsibility. 
Fortunately, a core of medical educators 
exists who are excited about the possi- 
bility of giving students a broader orien- 
tation. 

No matter how well integrated the fac- 
ulty, however, the integration of medical 
knowledge and of social and psychologi- 
cal understanding of patients must ulti- 
mately be accomplished by the student 
individually. Therefore, in addition to a 
broadened curriculum, the personality and 
intellectual ability of the student are im- 
portant factors. This means that prob- 
lems of student selection emerge as pri- 
mary in this whole process. 

Unfortunately little is known concern- 
ing medical-student selection although 
each school is attempting to study the 
problem in its own way. Considerable 
concern exists about the effects of the 
increasing cost of medical education in 
discriminating against prospective stu- 
dents from the lower-income portions of 
our population." 

Another note of caution is in order. As 
has been indicated herein, during the 
course of his medical-school career the 
student is increasingly being shown by 
example the effectiveness of comprehen- 
sive care for patients. Consequently, the 
medical-school program tends to present 
a somewhat idealized demonstration of 
community resources and available per- 
sonnel. This picture is often not entirely 
in accord with the realities of profes- 
sional practice for in most communities 
available facilities are not comparable to 
the medical-school setting. To obviate 
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feelings of disillusion and despair when 
the student enters practice, it becomes 
important that the faculty help him to 
learn to deal with limited goals. At the 
same time he should be prepared to aid 
in the community’s planning to provide 
more adequate services. 

Medical-school programs such as have 
been described here are becoming more 
and more costly. No longer can the 
schools depend solely upon individual 
practitioners in the community to carry 
on the instruction involved. As a conse- 
quence they have been steadily enlarging 
the size of their full-time faculties. If 
the community desires to have more ef- 
fective physicians, it will of necessity 
have to find a means of supporting these 


enlarged programs. A prerequisite for 
obtaining the needed faculty members is 
support for potential faculty members 
during their extended periods of training. 
This is increasingly being provided 
through grants from public agencies, 
from private foundations, and from fund- 
raising efforts for medical schools. 


Out of the newer developments in 
medical education more effective health 
services to our Nation should become 
available without sacrifice of the rich 
tradition of our medical schools. In the 
words of Dean Berry, “Scientific medi- 
cine must become comprehensive medi- 
cine, yet not become thereby any less sci- 
entific.””* 
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BY THE REGULAR PERIODIC USE OF 


Dosage recommendations for supportive 
HP*ACTHAR Gel are, inject: 
1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 
b. 100 U. of HP*ACTHAR Gel for every 200 
to 300 mg. of hydrocortisone. 
c. 100 U. of HP*ACTHAR Gel for every 400 
mg. of cortisone. 
2 Discontinue use of steroid on the day of 
injection. 


*Highly Purified. HP*ACTHAR Gel is The Armour Laboratories brand of purified corticotropin. 


THE ARMOUR LABORATORIES 


KANKAKEE, ILLINOIS 


nois. Cloth. Pp. 248, with illustrations. Price 
$7.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1955. 


THE SHOULDER AND ENVIRONS. By 
James E. Bateman, M.D., F.R.C.S. (C), Diplo- 
mate American Board of Orthopaedic Surgery; 
Fellow American Academy of Orthopaedic Sur- 
geons; Orthopaedic Consultant, Sunnybrook 
Hospital, Toronto, Department of Veterans Af- 
fairs of Canada; Consultant, Workmen’s Com- 
pensation Board of Ontario. Cloth. Pp. 565, 
with illustrations. Price $16.25. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1955. 


PROBLEMS IN AMOEBIASIS. By Charles 
William Rees, Ph.D., Head, Section on Proto- 
zoal Diseases, Laboratory of Tropical Diseases, 
National Microbiological Institute, National In- 
stitutes of Health, United States Public Health 
Service, Bethesda, Maryland. Cloth. Pp. 119, 
with illustrations. Price $4.75. Charles C Thom- 
as, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1955. 


APPLICATIONS FOR 
MEMBERSHIP 


CALIFORNIA 


Lee, Virginia, (Renewal) 7079% 
Blvd., Los Angeles 28 

Rosen, Louis L., (Renewal) 14300 Leffingwell 

oad, Whittier 

Sims, Bruce F., (Renewal) 325 N. Van Ness 
Ave., Fresno 1 

Smith, C. F. Gale, (Renewal) 125 N. Central 
Ave., Glendale 3 


COLORADO 
Ward, Robert G., (Renewal) Box 445, Holly 
MAINE 
Nasso, Frank J., (Renewal) Bangor Osteo- 
pathic Hospital, 292 State St., Bangor 
MICHIGAN 
Joseph, Chalmer E., (Renewal) 58511 Main 
Blvd., Box 227, New Haven 
Manchester, Edith Peterson, 23461 Geoffrey 
Court, Oak Park 37 
Nolan, Richard L., (Renewal) 821 Capital Ave., 
W., Battle Creek 
Robb, Jerome J., (Renewal) 1142 W. Huron 
St., Pontiac 


Hollywood 
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ae Prone to Constipation 


Dear Doctor: 


For bottle-fed babies with a tendency toward dry stools, Malt 
Soup Extract may be used routinely to maintain stool softness. 
One or two teaspoonfuls may be added to the regular 24-hour 

feeding. 


Malt Soup Extract is gentle and safe. It is a dietary product, 
with physiologic stool-softening action. It is the most laxa- 
tive of all the carbohydrate preparations.! There is no 
danger of habit formation. 


1. Jeans, P.C., and Marriott, Who 


W.M.: Infant Nutrition. St. 


Louis, C. V. Mosby Co., 1947, 
Ed. 4, p. 364. Stanley Olson 


BORCHERDT MALT EXTRACT CO. 


A gentle laxative modifier of milk. Just 1 or 2 tablespoon- 
fuls in day's formula softens stools, usually over night. 
Promotes aciduric bacteria. Grain extractives and potas- 


sium ions contribute to gentle laxation. Safe and easy 
to use. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under-par elderly patients with 
hard, dry stools. Supplies nutritional factors from rich bar- 
ley malt. DOSE: 2 Tbs. A.M. and 2 Tbs. P.M. until stools 
ore soft, then 1 or 2 Tbs. P.M. Take in coffee or milk. 


Speci y mpl 
pec iall Processed malt ex- 
omples and literature on request 


sium carbonate. In 8 oz. ond BORCHERDT MALT EXTRACT co. 
16 oz. bottles. 217 N. Wolcott Ave., Chicago 12, Ill. 


£ CHRONIC 


Div, BORCHERDT MALT EXTRACT Ci 


217 N. Wolcott Ave., Chicago 12, Ill 


For Bottle-fed Babies 
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MISSOURI 


Rosencrance, Kenneth L., (Renewal) 100 State 
Road, Triplett 


NEW MEXICO 


Hubbard, Nora Wise, (Renewal) Fairview 
Clinic & Hospital, Box 127, Fairview 


NORTH CAROLINA 


Dillabough, Harvey M., (Renewal) 711 Clover. 
dale Ave., Winston-Salem 


PENNSYLVANIA 
ie at Robert, 700 W. York St., Philadelphia 


VERMONT 
.-— Charles D., (Renewal) Mead Bldg., Rut- 


an 
MacDonald, J. Malcolm, (Renewal) 3 S. Main 
St., Rutland 


CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Abretske, John L., from Portland, Maine, to 47% 
Middle St. » Portsmou N. H. 

aan N?¥ W., from 2425 N. High St., to 

High St., Columbus 14, i , 
sao Nathan, "from 58 Martin Place, to 
Zieger Osteopathic Hospital, 4244 Livernois 
Ave., Detroit 10, Mich. 

Alexander, Claud C., from 31655 Plymouth 
— to 31701 Plymouth Road, Livonia, 
Mic 
Altig, Francis M., from San Gabriel, Calif., to 
5812 Swiss Ave., Dallas 14, Texas 

Amalfitano, Louis F., from 7512 E. Tulpehock- 
en m4 to 5601 Hartley Drive, Philadelphia 
43, Pa. 

Arbuthnot, - K., from Richmond, Ind., to 
2422 N. E. Seventh Place, Fort Lauderdale, 


Fla. 
Balabanian, Henry G., from 416 W. Fourth 
Ave., to 316 W. Court St., Flint 3, Mich. 
Barnes, Forrest H., from Kansas City, Mo., to 
5332 Antioch Road, North Kansas City 16, 


Mo. 

Beach, O. Lamson, from 2639 Ninth St., - 
to 2603 Ninth St. “"e N., St. Petersburg 2, Fis’ 

Bell, Edwin I., Jr., from Tulsa, Okla., to ’ Still- 
Hildreth Osteopathic Sanatorium, Macon, Mo. 

Benton, Regis A., from Fenton, Mich., to 
G-4278 S. Saginaw Road, Flint 7, Mich. 

Bernhardt, Paul L., PCO 55; 2643 s. Marshal! 
St., Philadelphia "48, Pa. 

William C., from Mo., to 
812 Washington, Sturgis, 

Bongard, James A., COPS 4; 2224 Peck 
Road, El Monte, Calif. 

Borrow, Irene, from Groves, Texas, to 6261 
Joseph Campau, Detroit 11, Mich. 

Boss, James from 1140 Leonard St., N.W., 
oo Leonard St., N.W., Grand Rapids 4, 
Mich. 

Brentlinger, William W., KCOS °55; 1416 E 
41st St., Seattle 5, Wash. 

Brick, Phillip A., from 241 N. 18th St., to 
1618 Conlyn St., Philadelphia 41, Pa. 

Brink, Walter C., from Kansas City, Mo., to 
Standring Memorial Hospital, 12845 12th 
Ave., S.W., Wash. 

Buck, ‘George E Jr., from 110 King St., to 
1608 Goucher St. .» Johnstown, Pa. 

Buckler, William M., from 801 N. Main St., 
213 E. Jefferson St., Bloomington, Il. 

Budd, L. Linton, from Carson City Hospital. 
to 321 E. Maple, Carson City, Mich. 

Buselmeier, Rudolph E., from Malibu, Calif., 
to Box 795, Newhall, Calif. 

Cernech, Clarence M., "from Kansas City, Mo., 
to 11333 E. 23rd St., Independence, Mo. 

cco 755; 1318 W. 52nd St., 

cago 

Charles, John S from Oroville, ee, to 941 
Fulton Ave., Sacramento 21, 

Clark, Catherine, from Oshkosh, *Wis., to 190 
N. Ww ashington St., Mondovi, Wis. 

wae Arthur H., from 3307 N. Main St., to 

5 N. Main St. .» Fort Worth 6, Texas 

PR ng Kenneth, from Kansas City, Mo., to 
109 roadway, Cape Girardeau, Mo. 

Colman, Michael B., from Miami, Fla., to 3733 
Broadway, Kansas City 11, Mo. 

Cordy, Edmond H., from Maywood, Calif., 
4519 Homer St., Los Angeles 31, Calif. 

Cowan, Clyde R., from Boston, Mass., to R.F.D 
Ellerville Section, Buzzards Bay, Mass. 

Cozen, Harold, from Los Angeles, Calif., to 
13011 S. Casimir St., Gardena, Calif. 

Cummings, Dwain W., from Battle Creek, 
Mich., to 1102 Walker, Des Moines 16, Iowa 

Cummins, Clifford D., from Balboa Island, 
Calif., to 3222 W. Parkwood Blvd., Kansas 
City 2, Kans. 

Dearing, Howard E., from Box 155 to 217 W. 

Wright, Shepherd, * Mich. 


4d) FoR HARD, DRY STOOLS OF 
| -\ Constipated Babies 
Borcherat 
MALT SOUP 
Loathing Rolie 
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Disch, Richard Carl, from Lexington, Ohio, to 
36680 Center Ridge Road, Route 20, North 
Ohio 

Duda, L. Joan, CCO ’54; Box 128, Somers, 


Wis. 

Durishin, Michael KC ’55; Mahoning 
Valley Green Cross -t% Warren, Ohio 
Eddy, Bernard C., DMS ’55; 311 Maple Ave., 

Niles, Ohio 
Glenn R., KCOS ’55; Mo. 
Harrison 
to Kir sville Hospital, 800 
W. Jefferson St., Kirksville, Mo. 

Eske, Louis H., Jr., from Dayton, Ohio, to 
Eske Clinic, Groton, S. Dak. 

Essex, Harold E., from 3774 Pacific Coast 
Highway, to 3810 Pacific Coast Highway, 
Torrance, Calif. 

Everingham, Donald J., from Romulus, Mich., 
to _— Huron River Drive, New Boston, 


Mic 

va Leslie E., from Seattle, Wash., to 430 
Pacific St., Albuquerque, N. Mex. 

Frye, _—_ H., from Kansas City, Mo., to 
534 E. 29th Ave., North Kansas City 16, Mo. 
Gaunt, Frank from Los Angeles, Calif., to 
134'E. San Saivador St. .» San Jose 12, Calif. 
Gentile, M. Melvin, from 16280 Wetherby 
Road, to 31883 Carl Elder Road, Birming- 
ham, Mich, 

Gettins, Edwin T., from 202 N. Rosalind Ave., 
to 2010 S. Kuhi Ave., ee Fila. 
Gibbings, Donald Roy, KCOS 55; 5269 Devon- 
shire Road, Detroit 24, Mich. 

Gomoll, Eldon Lee, from Detroit, Mich., to 
Riverside Osteopathic Hospital, 165 George 
St., ey Mich. 

Gordon, John B., from Burbank, Calif., to 537 
Vine Ave., West Covina, Calif. 

Gordon, Richard, from Clare, Mich., to 121 
Wyoming, Pleasant Hill, Mo. 

Gordon, Robert D., from. Warren, Mich., to 
Mount Clemens General Hospital, Macomb 
at North, Mount Clemens, Mich. 

Hampton, Robert G., from 249 Estudillo Ave., 
to 291 Estudillo Ave., San Leandro, Calif. 
Hansen, Norman F., KC ’55; 534 Brooklyn 

Ave., Kansas City 24, Mo. 

Hansen, Stanley F., from Hollywood, Calif., to 
Still- “Hildreth Osteopathic Sanatorium, Ma- 
con, 

Harrison, Robert T., from 1225 Lake Drive, 
. E., to 1303 Wealthy St., S. E., Grand 
Rapids 6, Mich. 

Hausher, Howard L., from Clifton Heights, 
Pa., to 7124 Oxford Ave., Philadelphia 11, 


Pa. 
Himelberger, Corydon G., from Ann Arbor, 
Mich., to 1023 La Cadena Drive, Riverside, 


alif. 

Holcomb, Ferrin H., from 7052 Highway 80 
East, to 5992 Alameda Ave., El Paso, Texas 

Holroyd, Edward A., from Hollywood, Calif., 
to 8300 Telegraph Road, Rivera, Calif. 

Iammatteo, Pat., from 2145 First Ave. .» to 2121 
First Ave., Hibbing, Minn. 

llowite, Norman H., PCO 55; Art Centre Hos- 
pital, 5435 Woodward Ave., Detroit 2, Mich. 

Kahn, Hyman, from New York, N-Y., to 
Kirksville College of Osteopathy *& Surgery, 
Kirksville, Mo. 

Kaplan, Robert, from Oaklyn, New Jersey, to 
420 Monmouth Street, Gloucester City, New 
Jersey 

Katz, Philip, from 5552 Chester Avenue, to 
5 Elmwood Avenue, Philadelphia 43, Pa. 

— aw J., from Highland Park, Mich., 

. Grand River, Williamston, Michi: 


Mien, Myron J., from Elmore City, Okla., to 
539 Superior St., Grove City, Pa. 

Kingsbury, Joseph B., from 1301% S. Saginaw 
Street, to 1305 S. Saginaw Street, Flint 3, 


Mich. 

Kratz, Charles G., CCO ’55; Chicago Osteo- 
pathic Hospital, to 5250 E. Ellis Ave., Chi- 
cago 15, Illinois 

Krug, James R., from 606 Union Nat’l Bank 
Blidg., to 515 30th Street, Denver 5, Colorado 

Kunkle, oan B., from Moberly, Mo., to 516 
Main Street, Pennsburg, 5 

Laman, J. E., from 174 Territorial, to Margaret 
Lyle Memorial Hospital, Euclid Center, Ben- 
ton Harbor, Michigan 

Larson, Lloyd B., from Muskegon, Michigan, 
to Lamb Memorial Hospital, 1560 Humboldt 
St., Denver 18, Colo. 

Larson, Norman 2” from 936 N. Michigan 
Aves, to 42 E. Chicago Avenue, Chicago 

Illinois 

Lege Je from Box 572, to Box 866, 

ashland, 

from Saginaw, Michigan, to 
1210 Central Avenue, Charlotte 4, ol 

Lichty, Harry A., from Elk Rapids, “Mich., 
1021 E. Eighth’ Street, Traverse City, Mich: 
gan 

Limanni, Charles, from Des Moines, Iowa, to 
507 Woodford Street, Portland 5, Maine 

Lindblom, R. C., from 5209 N. Milwaukee Ave- 
mate to 6124 Milwaukee Avenue, Chicago 30, 


Locke, William C., DMS ’55; Doctors Hospital, 
to 1987 Dennison Avenue, Columbus 1, Ohio 


IDEAL 
FOLDING TABLE 


Well constructed, strong. 
Will not tip or shake. 

Easy to open and close. 
Length 69”. Width 22”. 
Height 2714”. Weight 32 Ibs. 
Walnut finish. 

Simulated leather covering. 
Heavy standard padding. 
(Shipping weight 40 Ibs.) 


Price $40.00 


(Paratex and felt) 2” Paratex padding $10.00 additional 


Unconditional guarantee on workmanship and materials. 
All items shipped f.o.b. from Factory in Kirksville, Mo. 
Cash must accompany orders. 


American Osteopathic Association 


212 E. Ohio St. Chicago 11, Illinois 


om, J. Winthrop, from Burbank, California, egy James J., from 3330 Davison Road, 


to 736 S. Flower Street, Los "Angeles 17, 0 3514 Davison Road, Flint 6, Michigan 
California Menten, Jack W., from 676 Capital Avenue S. 

Macy, Robert C., from Burbank, ag to W., to 114 Orleans Avenue, Battle Creek, 
3704 ——, Bivd., La Crescenta, Ca ich. 

Magee, Floyd E , from 5901 N. Michigan Rd., Miller, Wallace J., Cuyahoga Falls, Ohio, to 
to 33 W. 49th’ Street, Ee 8, Ind. 205 S. Main St., Uniontown, Ohio 

i Charles G., from 1 Main St., to Mook, Wendell E., from Dollar Title Bldg., to 
1332 S. Bristol, Santa Ana, California 1364 Hall Avenue, Sharon, Pa. 

Manuele, Joseph, from 629 S. Brand Blvd., to Moore, Lane E., from Box’ 554, to Box 54, 
623 S. Brand Blvd., Glendale 4, Calif. Fort Sumner, New Mexico 

Marino, Frank J., from Detroit, Mich., to 2301 Mountain, Evelyn M., DMS ’55; 1100 E. 
Twelve Mile Road, Berkley, "Mich. Orange Street, Lancaster, Pa. 

Martin, Jim, from Wylie, Texas, to 1413 For- Munger, Glenn C., from Battle Creek, Mich., 
est Lane, Garland, Texas (Change name from to Margaret Lyle Memorial Hospital, Euclid 


Center, Benton Harbor, Mich. 


Martino, John S., from Weed, Calif., to Hay- Murray, Robert W., PCO "51; 4621 52nd 
fork, Calif. Street, Detroit 10, Mich. 

Massullo, Mario D., from eonete Ohio, to Nemerof, Henry, from 6116 Chestnut Street, to 
Brookfield Center, ’ Brookfield, Ohi 5346 Gainor aeee, Philadelphia 31, Pa. 


Mathews, Irving M., from oom Fla., to O'Dell, Vernon F., Jr., from 1835 Grand Ave- 
5837 Dahlia Drive, Azalea Park, Orlando, nue, to 1026 x. "Seventh Street, Grand Junc- 
Fla. tion, Colo. 

Matzkin, William L., from Portland, Oregon. Olson, Kenneth N., from Marshfield, Wis., to 


to 1116 Browning Blvd., Los Angeles 37, Abbotsford, Wis. 
alif. Ozattin, Morris R., from Philadelphia, to 
McGregor. D. T., from Barrett Bldg., to 203 N. Chicago College ‘of Osteopathy, 5250 S. Ellis 


Ninth, Duncan, Okla. Avenue, Chicago 15, Illinois 
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CAMP SUPPORTS 


and APPLIANCES 


CAMP HEAD HALTER APPARATUS 

A comfortable head halter made of strong 
cream colored canvas lined with thick 
fleeced flannel. Complete with overhead pul- 
ley and spreader bar for easy home use. 


CAMP LEWIN COTTON COLLAR 

This simple, comfortable, effective cotton 
collar exerts a protective, resilient, com- 
pressive and distractive force. It helps 
retain body heat and reminds your patient 
to be careful. 


CAMP RIB BELTS 


Exclusive “Contour cut” provides snug fit 
and uniform support on the full width of 
the belt. Made for comfort out of foam 


rubber vulcanized on tackle twill and 
lined with fleeced flannel. 


CAMP SUPPORTS 
IMMEDIATELY 
AVAILABLE 
THROUGH 
AUTHORIZED 
CAMP DEALERS 


S. H. CAMP and CO., Jackson, Mich. 
World’s Largest Manufacturer of Anatomical Supports 
OFFICES: 200 Madison Avenue, N. Y.; 
Merchandise Mart, Chicago 
FACTORIES: Windsor, Ontario; 
London, England 


Owen, Robert E., from 9411 Atwood Drive, to 
7805 Olive Blvd., St. Louis 24, Mo. 

Pinchak, Raymond, from Detroit, Mich., to 
Parkview Hospital, 1920 Parkwood Avenue, 
Toledo 2, Ohio 

Paterson, Katherine G., from Cleveland, Ohio, 
to 3513 Jefferson Avenue, Austin 3, Texas 

Pomeroy, Ira L., Jr., from Wortham, Texas, 
to Box 37, St. Jo, Texas 

John H., from 619 Street, 

o 507 Woodrow, Lansing 10, Mich 
Ray, Frank Seth, from Box 152, to Post Office 
Blidg., Cassopolis, Mich. 

Reger, Alfred from Dover, N. J., to 1012 

ommodore poe, Clearwater, Fla. 

Reger, Mildred B., from Dover, N. ‘3 -, to 1012 

ommodore Street, Clearwater, Fla. 

Riegel, Harry I., Jr., from South Pasadena, 

if.. to Los Angeles County Osteopathic 
pooptal 1100 N. Mission Road, Los Angeles 
33 

Rimmel, Rex A., from 127 N. Pine River 
Street, to 114 N. Main Street, Ithaca, Mich. 

Robinson, Russell E., from 2690 Pacific Ave- 
nue, to 537 W. Willow St., Long Beach 6, 


Calif. 

Rodgers, William H., from Houston, Texas, to 
Box 1226, Donna, Texas 

——, ws 0., from 176 N. W. 88th Street, to 
958 N. E. 79th St., Miami 38, Fla 

Rosa, ey es from 6 E. Tenth Street, to 
6 W. Ninth Street, New York 3. N. Y. 

Rosbolt, Robert N., "from 28743 Ford Rd., to 
30730 Ford Rd., Garden City, Mich. 

Rostek, Sigmund, from Detroit, Mich. .» to Con- 
cord, Mich. 

Roulston, George S S., from 3003 Tieton Drive, 
to 422-25 Miller Bldg., Yakima, Wash. 

Savarese, J. Charles, from Miami Springs, Fla., 
to 19707 N. W. Second Avenue, North Mi- 
ami 38, Fla. 

Schroeder, Raymond F., from Detroit, Mich., 
fe. Grand River Avenue, Farmington, 
ic 
Schultz, Lavertia L., from Huntington Park, 
—_ to 183 Third Ave., Chula Vista, Cali- 

ornia 


Scott, Winfield M., from Orangevale, Calif., to 
Box 1533, Tulsa, Okla. 

Shaftoe, L. C., from 140 State Street, to 150 
N. State Street, St. Ignace, Mich. 
Siefkes, Paul D., from Detroit, Mich., 

_109, Port, Arthur, Texas 
Simmers, M. H., from Pasadena, Calif., to 1721 
Griffin Avenue, Los Angeles 31, Calif, 
Simon, David, from Brooklyn, N_Y. -» to 3016 
Johnson Avenue, Bronx 63, N.Y. 
Simonian, Ralph M., from Los Angeles, Calif., 
to 2690 Pacific Avenue, Long Beach 6, Calif. 
Smith, Frederick Curtis, from Lansing, Mich., 
to DeWitt, Mich. 

Speak, Kenneth E., from Dallas, Texas, to 
Wolfe-Duphorne Hospital, Athens, Texas 
Stebbins, Ernest L., from 14619 Ventura Blvd., 
to 14628 Tustin St. .» Sherman Oaks. Calif. 
Striks, Gilbert J., from Oak Park, Mich., to 
14955 Greenfield Road, Detroit 27, Mich. 
Swiack, Gerald J.., from Dearborn, Mich., to 
7139 Middlebelt Road, Garden City, Mich. 
Thomas, Paul G., from Detroit, Mich., to 8825 

Middlebelt Road, Livonia, Mich. 
Tucker, Duane H., PCO °54; 112 Knowlton 
Avenue, Kenmore 17, N. Y. 


to Box 


Turner, Sidney A., from Glendale, Calif., to 
Woodcock Avenue, San Fernando, 
alif. 


van de Sande, Theodore W., from Toms River, 
N.J., to 1516 E. Las Olas Blvd., Fort Lau- 
derdale, Fla. 

Warner, Cecil C., from 323 Lafayette Avenue. 
S. E., to 39 Prospect Avenue, S. E., Grand 
Rapids 3. Mich. 

Watson, William H., from Bath, Maine, to 
Buffalo Hospital, Buffalo, Okla. 

Weinstock, Howard, from Miami Beach, Fila., 
to Houston Osteopathic Hospital, 5115 Mont- 
rose Blvd., Houston 6, Texas 

Weisbecker, William C., from 
to Route 1, Alburtis, Berks Co., 

Weitemier, Stanley A., from Carson Tin Nev., 
to Box A, Orangevale, Calif. 

Welch, Norman B., from 8609 Grand River 
Avenue, to 26234 Grand River Avenue, De- 
troit 19, Mich. 

Whittle, Tom W., KC °55; Fort Worth Osteo- 
pathic Hospital, Inc.. 3705 Camp Bowie 
Blvd., Fort Worth 7, Texas 

bet 5 Ronald A., from Los Angeles, Calif., to 

29'E. Rosecrans Avenue, Compton, Calif. 

Wood, Wyatt A., from 5405 Sandpoint Way, to 
5402 47th Avenue N. E., Seattle 5, Wash. 

Wright, Charles B., from Atlanta, Ga., to Tucker 
Hospital, Tucker, Ga. 

Youngblood, G. D., from Highland Park, Mich., 
to 615 David Stott Bldg., Detroit 26, Mich. 
Zachow, Adolph E., from 322 Illinois Avenue, 
to 409 N. 13th Street, St. Joseph 56, Mo. 
(Change name from Adolphus E. Zachow) 
Zimmerman, Robert A., from 1922 Davison 
Avenue S., to 2465 28th St., S. W., Grand 

Rapids 8, Michigan 

Zundel, Ben F., COPS °54; 4588 5ist Street, 

San Diego 15, Calif. 


A.O.A, 
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Your Patients 
Will Thank You 


For telling them about de- 
licious Cellu Flavorful Diet 
Foods. Dozens of items for 
low-calorie, reducing and 
sugar-restricted diets. A full 
line of Low-Sodium Foods 
and Allergy Diet Foods. 
Write for FREE literature. 


CELLU) 
DIET FOODS 


Chicago Dietetic 
Supply House, Inc. 


Chicago 12, Illinois 


QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Americaine 

% because only Americaine contains 20% 
dissolved benzocaine. Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 

Also Availabie 
Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
in Canada: Brent Laboratories, Ltd., Toronto 
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The Moodbound, the Leaden-Eyed 
panese ite the patients dulled by mitd depression — th listless, lagging, defeated, — 
Dral WYAMINE offers smooth, gentle stimulation to banish the 
jaded, to revive mettle an In th ; 
aded, arid ( tlook, to revive mettle ar id resolution. In therapeutic doses, Ora 
WYAMINE elevates the mood with little risk of amphetamine-like side-effects 
a WYAMINE elevates the mood — with little risk of amphetamine-like s ects. | 
or lastin; thout post-therapy depression, dis b: 
age: y range fr “63 50 ma. daily. take in or 2 do jenic 
| or 2 doses. Mony potienty experience o 
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A BETTER LIGHT FOR DIOGENES 


IOGENES was a Greek, 
and a_ philosopher. 
He belonged to the 
school of cynics. 
Which means that he 
associated with a 

group of men who 
didn’t Ritiows in practically anything. 

Now among the many things Di- 
ogenes didn’t believe in was an honest 
man. But he wanted to give every one a 
chance, so he roamed the highways and 
byways of Athens with a lantern which 
he would flash on the faces of the pas- 
sers-by, endeavoring to find in their 
features some sign of integrity. 

Nothing ever came of his labors. 
(According to him). But because he 
was a philosopher and a reasonably 
fair man, Diogenes admitted that it 
could be his lantern. And so, he com- 
plained, “If only I could have a better 
light...” 

And many people tried to give 
Diogenes a better light . . . If you’re as 
old as sixty, you may remember that a 
fellow named Welsbach thought up a 


contraption that you fitted over a gas- 
jet... Then there was that young fel- 
low, Tom Edison, who worked out the 
electric light bulb. And another genius 
planned a new type of light called flu- 
orescent... But none of them suc- 


@ From a fantasy by K. Miles 


VITAMIN E RALS, INC. 


ceeded in inventing a light that helped 
Diogenes. 

Then a man comes up with still 
another kind of light—a poor sort of 
thing. It was a little blob of wax, wrap- 
ped around a piece of string. And one 
Christmas Eve he took it over to 
Diogenes’ home. There the old fellow 
was, visiting with his cynic cronies, and 
saying as how “No, definitely not! 
There just wasn’t such a thing as an 
honest man.” And the cynics all nodded 
their heads in agreement. Then the 
man came in with his candle, and he 
lighted it. And Diogenes could hardly 
believe his eyes! Because as the soft, 
mellow beams shone out from the 
Christmas candle and fell on the faces 
around him, Diogenes could see, just 
as plain as could be, that there wasn’t 
a really dishonest man in the entire 
gathering. 


- 


And ever since then, at Christmas 
time, the little Christmas candles have 
made fools out of cynical people by 
proving that it is seldom that you can 
find a human being who, ’way down 
deep inside, isn’t essentially honest . . . 
if you’ll only look at him in the proper 
light. 
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The Acid Test 


© 


It is a well-known fact that psoriasis is worse in 
winter, and that remissions at this season are rare. 
Yet RIASOL is equally effective in cold and warm 
weather. 


Now is the time to give RIASOL the acid test 
in psoriasis. Try RIASOL when the task is hardest, 
when freezing temperatures aggravate the itching 
and skin eruptions. 

In most cases the skin patches of psoriasis clear up 
in an average of eight weeks under treatment with 


RIASOL. If you start your patient now, he may see 
satisfactory results before spring. 


Clinical studies show that RIASOL clears up the 
cutaneous lesions of psoriasis in many cases after other 
treatments have failed. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages required. After one week, adjust to patient’s 
progress. 


RIASOL is supplied in 4 and 8 fid. oz. bottles at 


pharmacies or direct. 


MAIL COUPON TODAY— 
TEST RIASOL 
YOURSELF 


4 


BEFORE USE OF RIASOL 


SHIELD LABORATORIES 


12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 
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THE SMORGASBORD 


CRACKER IN THE 
CHECKERBOARD PACKAGE 


| ALWAYS RECOMMEND 


RY-KRISP To MY 
OVERWEIGHT 
PATIENTS 


Please send (indicate quantity) RALSTON PURINA COMPANY 
C566 “Design for Reducing” 5S-C Checkerboard Square, St. Louis 2, Mo. 
booklet 


C966 ‘Through the Looking 
let (for t 
Glass"’ booklet (for teen agers) ditions 


C4212 ‘‘Weight-Watcher” 


Name 


‘ 
| | WANTED CLEAR CUT CASE WHAT Ry-KRISP'LL 
: 10 GET OF A Do YOU HELP YOU REDUCE 
AHEAD..-: DOUBLE HEADER RECOMMEND 
% SWELL ONLY 20 
MMM. CALORIES 
WITH SA PER 2 SQUARE | 
WAFER 
| SPLENDID WHOLE | 
LOST MY 
wit SOUP GRAIN RYE HEAD OVER 
(ee 
& 
- 
DOCTOR. FOR YOUR PATIENTS. TOO, RY-KRISP’S LOW CALORIC CONTENT CAN HELP AVOID EXCESS WEIGHT. 
| 
| 
| 
| 
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For the well-being 
of your patients 


TAMPAX 


intravaginal protection 
during menstruation. 


Three absorbencies. 


Professional samples 
on request 


TAMPAX INCORPORATED 
Palmer, Massachusetts 
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Good milk to drink- 


after weaning, too 


PET Evaporated Milk is the simple, logical milk to recommend 
through the first year. Because Pet Milk supplies all the essential 
food energy and vital body-building substances of milk ... 
and babies who have thrived on a Pet Milk formula 

readily accept it as delicious milk to drink. Sterile 

Pet Milk and water—half and half—is easy 

to mix, simple to store, always ready. Just 

as important: Pet Milk can save young 

parents many dollars that first year alone! 


Favored Form of Milk 
For Infant Formula 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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in fl efra ctory “Gitaligin was effective in our experience in 


failure cases refractory to other digitalis 


heart failure | preparations...” 


“A good present day all-purpose digitalis for 
general use is Gitaligin®. . . It has one particular 


for general use advantage which is unique and places it apart 


from all other digitalis preparations . . . [it] has 
a wider margin of safety .. .’” 


* 


The average effective dose of Gitaligin is only one-third the 
toxic dose,'*® and its moderate rate of dissipation’ assures 
ed maximum ease and safety of maintenance. 


Therefore, wherever digitalis therapy ts indicated— 


Gitaligin 


3 (White's Brand of Amorphous Gitalin) 


Follow this simple dosage equivalent—One tablet (0.5 mg.) 


of Gitaligin is approximately equivalent to 0.1 Gm. 


(114 gr.) digitalis leaf. Gitaligin tablets are deep scored 


for accuracy and flexibility of dosage. 


Supplied: Bottles of 30, 100 and 1000 tablets. 
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CIBA 


SUMMIT, N. J. 


HABITUATION TO DORIDEN HAS BEEN REPORTED 
AVERAGE DOSAGE: 


As a Daytime Sedative- 0.25 Gm. t.i.d. or q.i.d. (after iouie’ 
As a Hypnotic— 0.5 Gm. at bedtime 


SUPPLY: Tablets (scored), 0.25 Gm. and 0.5 Gm. 


DORIDEN® (glutethimide CIBA) 


MEDICAL adil Monday PM. 
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